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EXTIRPATION OF THE PAROTID 


FYNHE early years of Jefferson 
Medical College were enliv- 
ened by an occasional tilt 

between a certain faculty mem- 

ber of that school and a repre- 
sentative of the older school, the 

Medical Department of the Uni- 

versity of Pennsylvania. Shortly 

after Granville Sharp Pattison 
assumed the professorship of 
anatomy at Jefferson (1832), the 
students of that school by means 
of a letter formally called his 
attention to the fact that the 

Professor of Surgery in the Uni- 

versity of Pennsylvania, Dr. Wil- 

liam Gibson, ina lecture delivered 

late in the year 1832, denied that (1796 

the parotid gland had ever been 

extirpated. To the students and faculty of Jeffer- 

son this was lése majesté.. The founder of Jefferson, 

Dr. George McClellan, had already reported sev- 

eral cases of extirpation of the parotid and this sur- 

gical triumph had been set up as one of the house- 
hold gods of the Jefferson student body. The 

letter to Professor Pattison was dated January 1, 

1833, and concludes:! 

We, the students of Jefferson Medical College, 
feeling the honour of our Professor (McClellan) in- 
volved, and the credit of our Institution concerned, 

! Lecture delivered in Jefferson Medical College, Philadelphia, on the 
evening of Tuesday the 22nd of January, 1833 on the question, “ Has the 


Parotid Gland ever been extirpated?” by Granville Sharp Pattison, 
Philadelphia, 1833. 
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GEORGE McCLELLAN 


in the fact being fully established, 
would feel obliged to you, if you 
would enter into a discussion of 
the question, Has the Parotid Gland 
ever been extirpated? 

One may wonder whether the 
letter emanated spontaneously 
from the student body or had 
been inspired by others and de- 
signed to stimulate Pattison’s 
polemic proclivities. At any rate, 
Pattison took the cue and the 
result was the lecture cited. 

Pattison, on the death of his 
teacher, Allan Burns of Glasgow, 
succeeded to his master’s chair 
in 1813. He was a popular and 
1847) fascinating lecturer and was re- 

garded by the students as the 
best teacher of anatomy in Glasgow. He is re- 
ported to have spoken with a lisp, although his 
language is described as fluent and impressive. 
He had edited Burns’ “Surgical Anatomy of the 
Head and Neck,” to which he prefixed a life of 
that distinguished anatomist, and had been more 
or less steeped in the doctrine enunciated by 
Burns who said of the parotid*: 

Its extirpation is quite out of the question. ... 
On the dead subject I have attempted the extirpa- 
tion of such tumours (of the parotid), but even there 


_.?From an engraving by W. Warner after a daguerreotype by M. P. 
Simons. 

3 Allan Burns, Observations on the Surgical Anatomy of the Head and 
Neck, second edition, Glasgow, 1824, p. 292. 
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have never succeeded in clearing away fully the 
diseased substance. 


John Bell had said:! 


The cutting out completely of the parotid gland 
is a thing quite impossible, since the greatest of all 
the arteries, viz., the temporal and the maxillary, lie 
absolutely imbedded in the gland. 


John Bell later revised his original doctrine in 
his treatise on surgery,” stating that he had often 
extirpated the diseased parotid and his brother 
Sir Charles Bell says that he had assisted John 
in the extirpation of the gland. Burns contended, 
however, from the case reports of John Bell that 
he had extirpated only the lower lobe of the 
parotid. 

William Gibson’, the offending lecturer, was 
born in Baltimore in 1788, attended Princeton 
and medical lectures at the University of Penn- 
sylvania. In 1807 he journeyed to Europe and 
became a student of John Bell in Edinburgh, 
receiving his M.D. degree in 1809. Later he was 
a private pupil in the family of Sir Charles Bell in 
London. He returned to America in 1810 and 
began the practice of medicine in Baltimore, as- 
suming the Chair of Surgery in the University 
of Maryland in 1812. Upon the death of John 
Syng Dorsey in 1818 and the transfer of Philip 
Syng Physick to the Chair of Anatomy, Dr. 
Gibson was appointed in 1819 to the Chair of 
Surgery in the University of Pennsylvania. 
While in Baltimore he was closely associated in 
the Maryland faculty with Dr. John Beale 
Davidge (1768-1829) who later (1823) published 
an account of an operation in which he extirpated 
the parotid gland. This operation had probably 
escaped Gibson’s notice, but should have been 
known to Pattison who for several years was a 
teacher in Baltimore, having accepted in 1820 
the chair of Surgery at the University of Mary- 
land vacated by Gibson. Pattison, however, does 
not mention Davidge’s case in his address to the 
students of Jefferson. When Pattison assumed the 
Chair of Anatomy at Jefferson he became per- 
force closely associated with Dr. George Mc- 
Clellan and learned of the operations on the 
parotid performed by the latter. Although con- 
trary to the teachings of his master, Burns, 
McClelian’s surgical achievements were fully 
accepted by Pattison and in his address he proved 
an able champion of McClellan’s operative skill. 


' John Bell, Anatomy, Vol. II, 293. 

2 John Bell, Principles of Surgery, New York, 1810, p. 498 

31788-1868. His best known surgical contribution is apparently the 
successful performance of a cwsarean section twice upon the same in- 
dividual. ‘The case was reported by J. G. Nancrede, Am. J. M. Sci., 
Aug., 1835. 





There are numerous indications that Gibson had 
but a poor opinion of McClellan’s surgical ability. 
McClellan had not studied in Europe; and he had 
been a friend and pupil, a hero worshipper of the 
late John Syng Dorsey, who ere his untimely 
death had been going ahead in surgical Philadel- 
phia quite too rapidly to suit certain members of 
the Pennsylvania faculty. 

Prior to the delivery of his address, Pattison 
had evidently searched the literature with con- 
siderable care. After indulging in sarcastic com- 
ments on an alleged quotation from the offending 
lecture of Professor Gibson, he cites numerous 
instances of parotid removal, among others 
Heister in 1733, Siebold 1781, Abernethy and 
Goodland 1815, Carmichael 1818, Beclard 1824, 
Gensoul 1824 and 1826, and Lisfranc 1826. He 
gives considerable space to the first case reported 
by Dr. George McClellan which was performed 
in 1826.4 He says: 


The first case in which Dr. George McClellan 
operated, was one which would have deterred a man 
of less energy of mind and professional eminence 
from attempting the operation. The subject of it, 
Dr. Graham, a gentleman at present highly re- 
spected in his profession, in the city of New York, 
was, at the time the operation was executed, a 
medical student in Philadelphia. The tumour was 
large, and its anterior face was marked by a cicatrix, 
left from a former operation, in which, from the 
difficulties which met the surgeon in his attempt to 
extract it, he was induced to desist. My friend’s 
boldness,—a boldness resting on his knowledge of 
Surgical Anatomy, was not to be daunted by the 
failure of a previous operation. He was confident 
that the operation might have been, and still could 
be, successfully executed. He assured the patient 
that his confidence as to its practicability, was so 
strong that he was, himself, prepared to undertake 
it. He did perform the operation, and thus estab- 
lished the justness of his opinion, and saved the life 
of a valuable Member of the Profession. There is a 
comfort and a consolation in the recollection and 
assurance of this fact, Gentlemen, which neutralizes 
the poison of all calumny and misrepresentation. 
Dr. Graham is still alive, and in good health, and 
having, since the operation, visited Europe and been 
examined by Sir Astley Cooper, and the late Mr. 
Abernethy, those distinguished surgeons have un- 
hesitatingly declared, that no doubt can exist as 
to the whole gland having been removed. But their 
declaration, to this effect, was unnecessary. I shall 
only ask any unprejudiced person to peruse my 
friend’s description of the appearance presented by 
the wound, immediately after the operation, and 
then ask their own mind, if a single doubt, as to the 
whole gland having been extirpated in this case, can 
remain. 


* American Medical Review and Journal, Philadelphia, 1826, Vol. Il] 
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In all three of McClellan’s cases as reported, 
the patients recovered, each showing, however, 
a facial paralysis. 

No sooner had Pattison’s discourse been pub- 
lished than there appeared in the Transylvania 
Medical Journal (1832) a communication from 
Frederick E. Beckton of Murfreesborough, Ten- 
nessee, calling Professor Pattison’s attention to 
the fact that the parotid gland had been extirpat- 
ed in January or February of 1823—three years 
prior to McClellan’s first operation—by John 
Beale Davidge, at the time Professor of Anatomy 
in the College of Medicine of Maryland in Balti- 
more. This case was reported in the Baltimore 
Philosophical Journal and Review'. The opera- 
tion, from which the patient fully recovered, was 
performed in the presence of two Baltimore 
physicians, Dr. Solomon Birckhead (1761-1836) 
and Dr. Thomas Wright (? -1856), and two of 
the operator’s pupils. To the communication of 
Beckton, Pattison replied that he was unaware 
of the operation performed by Davidge and prom- 
ising due credit to that operator in his forthcoming 
work on surgery. 

As far as can be determined Pattison’s lecture 
cites the major number of published parotid 
operations. He does not include that of John 
Warren (1753-1815) described by his son, John 
Collins Warren (1778-1856), who says in his 
“Surgical Observations on Tumours” :? 


The scirrhous state of the parotid being incurable 
by remedies, a surgical operation is the only re- 
source, an operation requiring some degree of skill, 
coolness and knowledge of anatomy. 

The first operation of this kind I recollect to have 
witnessed was performed by my late father, in the 
year 1804. The patient was a lawyer from Maine, 
thirty years old, of good constitution and alto- 
gether a favorable subject. The tumour was large, 
hard, painful, and of a conical form. It was removed 
without the division of the carotid artery. The 
facial nerve was divided and the muscles of the face 
partially paralysed for some years. This paralysis 
gradually diminished and I believe had quite disap- 
pared before the death of the patient, which took 
place about fifteen years after the operation from 
some cause not connected with the disease nor 
operation. 


Agnew’ gives the date of Warren’s operation as 
1798. He further states that this operation 
pioneered the way for those of later operators. 


1Vol. I, No. 1, 1823. This journal inaugurated by Davidge did not 
continue beyond the first number. 

2 John Collins Warren, Surgical Observations on Tumours, Boston, 
1837, p. 287. 


“ D. Hayes Agnew, Principles and Practice of Surgery, Philadelphia, 
1851. 


Apparently no report of John Warren’s operation 
was published until the work of John Collins 
Warren above mentioned, hence the operation 
could not have served as Agnew indicates. 
Agnew further states that McClellan of Green- 
castle, Franklin County, Pennsylvania, removed 
the parotid in 1805; that White of Hudson, New 
York, performed the same operation in 1808, and 
that Sweat of Maine removed the parotid three 
times between 1811 and 1841. Sweat’s cases were 
not reported until 1851 when his article appeared 
in the New York Journal of Medicine.* His first 
case was operated in 1811, the second in 1814, 
and the last in 1841. All resulted in recoveries, 
including several cases mentioned but not de- 
tailed. 

From the foregoing one may vizualize the seri- 
ous contentions among surgeons on a surgical 
point that would today be settled by experi- 
mental evidence. Few extirpations of the parotid 
were performed and of these the case of John 
Warren appears to hold American priority in per- 
formance only. Many of the operations were not 
published until a generation or more later when, 
as guides to surgical procedures, their descrip- 
tions would have become useless. George 
McClellan, however, not only performed the 
operation successfully many times, but pub- 
lished his results promptly and through his 
surgical lectures widely disseminated knowledge 
of the operation. His eleven cases with ten re- 
coveries clearly established surgical removal of 
the parotid as feasible and practical, and to him, 
for repeated successful operations of like char- 
acter, history must yield acclaim. 

George McClellan was born at Woodstock, 
Connecticut on December 23, 1796. In 1812 he 
entered the sophomore class at Yale College, 
graduating with honors in 1815. In 1817 he 
attended lectures at the University of Pennsyl- 
vania, later as has been related, entering the 
office of Dr. John Syng Dorsey as a private 
pupil. He was known as a brilliant student, un- 
usually keen for the time on physiological and 
pathological studies. Between 1820 and 1826 he 
taught private classes in anatomy and surgery. 
In 1826 he founded Jefferson Medical College, a 
move that rendered him anything but popular 
with the profession of Philadelphia as it was as- 
sumed that Philadelphia at the time could not 
support two schools of medicine. In 1838 the 
professorships of Jefferson were all vacated by 
action of the Board of Trustees and in the re- 
organization Dr. McClellan’s name was not 


4Vol. VII, New York, 1851. Cases of Extirpation of Parotid Glands, 
Moses Sweat, M.D., of North Parsonfield, Maine. 
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included. He promptly set about the organization 
of an entirely new faculty, obtaining a charter 
for the Medical Department of Pennsylvania 
College at Gettysburg. In this new school lec- 
tures were commenced in Philadelphia in Novem- 
ber, 1839, with nearly 100 students in attendance. 

His “ Principles of Surgery’’!, unfinished at the 
time of his death, was completed by his son? and 


1 George McClellan, Principles of Surgery, Philadelphia, 1848. 


contains records of many novel and original 
surgical procedures. 

Another son, General George B. McClellan, 
gained distinction in the early part of the Civil 
War and later became largely identified with rail- 
road engineering and management. 

Death suddenly claimed George McClellan on 
May 8, 1847. 


2 Dr. J. H. B. McCleilan, 1823~1874. 
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HEAD 


Dufourmental and Darcissac: An Attempt to 
Treat Inferior Retrognathism ([ssai de traite- 
ment du retrognathisme inférieur). Bull. et mem. Soc. 
d. chirurgiens de Par., 1928, xx, 750. 


Many forms of retraction of the lower jaw can be 
corrected by orthodontic treatment, but few at- 
tempts at surgical correction have been made when 
orthodontic procedures were not applicable. 

Temporomandibular ankylosis in infancy may 
cause the most marked forms of retrognathism with 
atrophy of the bone and retrusion of the chin. In 
1924 the authors described two operations for widen- 
ing the arch of the lower jaw: (1) median osteotomy 
with the introduction of a bone graft, and (2) 
“‘staircase’’ osteotomy followed by separation of the 
two halves without the use of a bone graft. 

In another operation performed at that time on 
the cadaver, cuneiform resection through the full 
thickness of the jaw was done in both the cuspid and 
bicuspid regions and the incisive fragment allowed 
to drop back. It was believed, however, that the 
mutilation resulting was too great and the viability 
of the fragment too questionable to warrant the ap- 
plication of the operation to the living. 

In one case the authors resected the protruding 
superior maxilla at the expense of the anterior teeth 
and replaced the teeth with an artificial denture. To 
increase the correction, an operation was done on 
the joints, the external lateral ligament being cut and 
a piece of the eighth costal cartilage being inserted 
behind the condyle. The uncut external pterygoids 
tended to hold the jaw forward. Dislocation will not 
occur after this procedure. According to Ferabeau 
and Sebileau, the joint surface of the glenoid is 
about five times greater than that of the condyle. 
In the author’s case, improvement in function was 
of more importance than improvement in contour. 
Mastication, which was scarcely possible before the 
operation, was quite normal following the interven- 
tion. The X-ray showed the condyle to be well 
forward. The cartilage was not clearly distinguished, 
but seemed to be continuous with the posterior 
part of the condyle. James B. Brown, M.D. 


EYE 
Duke-Elder, W. S., and Duke-Elder, P. M.: A His- 
tological Study on the Action of Short-Waved 
Light upon the Eye, with a Note on “‘Inclusion 
Bodies.”’ Brit. J. Ophth., 1928, xiii, 1. 
The clinical and histological appearances of the 
abiotic reaction to light as seen in the cornea, con- 


HEAD AND NECK 


junctiva, iris, lens and retina are the same in kind al- 
though varying in degree. The most interesting and 
characteristic changes are the oxyphil degeneration 
affecting the nuclear chromatin, which may go on to 
the formation of acidophil granules or of granular or 
homogeneous nuclear inclusions. Originally intra- 
nuclear, these may be extruded into the cytoplasm 
with disintegration of the nuclei, a process which 
may culminate in death and disintegration of the 
cell. The reaction is characterized by intense vascu- 
lar engorgement where that is possible, and is fol- 
lowed by rapid regeneration and resolution in which 
the absence of karyokinetic activity is notable. 

The general abiotic reaction is based on photo- 
chemical] denaturation affecting the proteins of the 
cells. 

Two separate actions are demonstrated in the lens, 
the first affecting the capsular and subcapsular epi- 
thelium, and the second affecting the lens substance. 
The authors conclude that, in common with other 
regions of the energy-spectrum, ultraviolet radia- 
tions are a factor in the etiology of cataract. 

The subcapsular wall has an appearance similar to 
that of the corneal epithelium. Definite abiotic 
changes in the retina affecting mainly the ganglion 
cells and inner nuclear layer consist essentially of a 
chromatolysis and a tendency to stain readily with 
acid dyes. The authors therefore conclude that they 
are a pathological intensification of physiologi- 
cal processes of vision rather than a direct abiotic 
response. 

An analogy between the nuclear appearances of ab- 
iotically traumatized tissue and the inclusion bodies 
occurring in the lesions caused by herpetic and other 
viruses and possibly also in trachoma tends to sup- 
port the opinion that these appearances are degener- 
ative in nature and non-specific in origin. 

Lesuirt L. McCoy, M.D. 


EAR 


Drury, D. W.: Syndrome-Complex Meniére. 
England J. Med., 1929, cc, 173. 


New 


The author reports in detail 3 cases of the Meniére 
syndrome of endocrine origin and 1 case not of 
endocrine origin. In the former there was thyroid 
insufficiency and all of the symptoms disappeared on 
the administration of thyroid extract. In the case 
which was not of endocrine origin improvement re- 
sulted under general care. 

The author believes that in cases without symp- 
toms of dysfunction the cause lies in a general sys- 
temic disturbance. In 500 cases of endocrine origin 
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which he studied the symptoms were always found to 
be due to hypofunction rather than hyperfunction. 
Grorce R. McAuutrr, M.D. 


NOSE AND SINUSES 


Hansel, F. K.: Malignant Tumors of the Naso- 
pharynx. Arch. Ololaryngol., 1929, ix, 12. 

Malignant tumors of the nasopharynx produce 
such a great variety of symptoms that they should 
be of interest to the surgeon, internist, neurologist, 
oculist, and otolaryngologist. While they are invari- 
ably located in the fossa of Rosenmueller, they quickly 
invade adjacent structures so that fully 50 per 
cent of the symptoms are of extranasal origin. Such 
symptoms are variable, depending upon the struc- 
tures invaded. All of the cranial nerves are affected, 
but the sixth nerve is involved most frequently. 

The diagnosis is often difficult because of the small 
size of the primary growth and the absence of naso- 
pharyngeal symptoms, but the condition should be 
suspected in every case of unexplained palsy or irrita- 
tion of the cranial nerves and in cases of enlarged 
cervical glands. 

The tumors are so highly malignant that palliative 
treatment with radium or the X-ray offers only a 
grave prognosis. 

The author has seen twelve cases and cites four 
others in which the clinical picture was dominated by 
extranasal symptoms. Grorce R. McAuttrr, M.D. 


Reaves, R. G.: A Comparative Study of Chronic 
Sinusitis, with End-Results Following Intra- 
nasal Operations. Arch. Ololaryngol., 1929, ix, 23. 


The author reports a study of cases of chronic 
sinusitis which he divides into three groups: (1) 
those of the chronic suppurative type, (2) those of 
the chronic hyperplastic type, and (3) those with 
polypoid degeneration of the mucosa. The studies 
included the chief complaint, the history, and the 
findings of inspection, transillumination, X-ray ex- 
amination, and laboratory tests. The classification 
cannot be exact as there may be a combination of 
conditions, but when pus is present in great quan- 
tity a diagnosis of the suppurative type of sinusitis 
is made. In hyperplastic sinusitis, headache is fre- 
quent and often of the vacuum type accompanied by 
soreness back of the eyballs. Polypoid degeneration 
is often accompanied by a watery discharge and 
sneezing, anosmia, bronchitis, and asthma. 

Active treatment is surgical. Its object is to estab- 
lish ventilation and drainage. The work is done 
intranasally under local anesthesia. The author be- 
gins by opening the antrum. He next opens the 
posterior ethmoids with a Sluder knife followed with 
the use of suitable punches, and then the sphenoid. 
If the frontal openings are too small, they are en- 
larged with rasps. 

The postoperative treatment lasts from seven to 
ten days and consists in painting the operative field 
with mercurochrome and irradiating it with quartz 
ultraviolet rays. 
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About 90 per cent of the cases clear up if ventila- 
tion is established and proper after-treatment is 
given. Georce R. McAutirr, M.D. 


MOUTH 


Cade, S.: Radium Therapy of Cancer of the Buccal 
Cavity. Lancel, 1929, ccxvi, 8. 

Primary cancer of the tongue can be made to dis- 
appear by means of radium in a large proportion of 
cases. The treatment depends upon the selective 
action of the gamma rays upon the newly developed 
cells. The more rapidly the tumor grows the more 
sensitive it is to the gamma rays. 

In cancer of the buccal cavity, one of the following 
three methods of irradiation are used, depending 
upon the anatomical site of the lesion: 

1. Interstitial irradiation by the use of radium 
needles around the tumor. This is most suitable for 
small and easily accessible tumors. 

2. The cavity method, in which the requisite 
amount of radium is carried by a vulcanite denture 
lined with lead. This method is used for cancer of the 
palate, uvula, and cheek. The denture may be worn 
continuously or intermittently. 

3. The surface application of Columbia paste. 
This method is employed for secondary cervical in- 
volvement. 

The primary treatment by radium is usually fol- 
lowed two or three weeks later by treatment of the 
lymphatic areas by surgery or radium or both. 

The author discusses the technique of applying 
radium in various locations and reports a few cases. 

Cuaries W. FREEMAN, M.D. 


PHARYNX 


Mangabeira-Albernaz, P.: The Etiology and the 
Etiological Treatment of ‘‘Plaut-Vincent An- 
gina.”’ Laryngoscope, 1929, Xxxix, 1. 

The author states that Plaut-Vincent angina is a 
pharyngeal localization of fusospirochetosis. 

This disease is produced by the association of the 
fusiform bacillus of Le Dantec with a spirochxte 
which may be called Vincent’s spirochete in default 
of an exact microbiological classification. 

In the treatment, the use of bismuth or the arseno- 
benzols is indicated. Bismuth is less toxic, more 
powerful, and more economical than the arsenoben- 
zols and is immediately and certainly sedative, allay- 
ing the pain. James C. Braswe.t, M.D. 


NECK 


Wagner-Jauregg, J.: Preliminary Report on the 
Results of Goiter Prophylaxis (Vorlaeufiger Be 
richt ueber Erfolge der Kropfprophylaxe). Wien. 
klin. Wehnschr., 1928, xli, 833. 


For final conclusions regarding the success of ef- 
forts at goiter prophylaxis, statistics must be col- 
lected from regions in which the use of iodized salt 
is obligatory. The period of observation (three and 
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a half years) is still too short as the majority of 
school children six or seven years of age have not 
been under the continuous influence of iodine. 

According to Swiss statistics, the incidence of 
palpable goiter in the newborn is lower when the 
mothers receive iodized salt (1 mgm. of potassium 
iodide to 1 kgm. of sodium chloride) during preg- 
nancy. Few injurious effects from iodized salt have 
been observed in Switzerland although prophylaxis 
is obligatory in six cantons. 

A comparison of the statistics for 1923 and 1927 
for Viennese school children reveals a distinct de- 
crease in juvenile goiter. The decrease has been 
particularly marked in the severe struma, the inci- 
dence of which has dropped from 1.6 to 0.16 per 
cent. As the consumption of iodized salt in Vienna 
amounts to only 47 per cent of the total consump- 
tion of table salt, only half of the children in Vienna 
have been under the influence of iodine during the 
last three and a half years. Reports from other 
provinces are similar. The number of operations 
for goiter performed in Vienna has also shown a 
marked decrease, the total number in 1926 being 
only 61 per cent of the total number performed in 
1922. Enezicn (Z). 


Eldh, S. M.: A Contribution to the Study of the 
Basal Metabolism in Goiter at Puberty. Acta 
med. Scand., 1928, \xix, 286. 


Not much attention has been paid to the basal 
metabolism in goiter at puberty and the clinical pic- 
ture of such goiter is not clearly defined. Not infre- 
quently the diagnosis of exophthalmic goiter is made 
even in cases of diffuse (colloid) goiter with more or 
less prominent but often rapidly passing symptoms 
suggesting hyperthyreosis. 

The parenchymatous form of goiter increases in 
frequency at the time of puberty. In association 
with it there are generalized cardiovascular disturb- 
ances due to increased glandular function leading to 
“‘Kropfherz”’ or Basedow’s disease. Even in cases of 
marked goiter, symptoms due to loss of function of 
the gland which has become enlarged through de- 
generation may be lacking. 

Wegelin makes a distinction between diffuse and 
nodular goiters. The diffuse goiter may be either a 
Basedow goiter with diffuse hyperplasia or a diffuse 
colloid goiter which cannot be differentiated histo- 
logically from a normal gland. The diffuse colloidal 
goiter usually occurs in adolescence and often dis- 
appears spontaneously between the ages of twenty 
and thirty years. 

Holmgren, in 1909, was the first to show that the 
syndrome of goiter and tachycardia in adolescent 
girls is usually coincident with an increase in height. 
In cases of goiter and tachycardia occurring in ado- 
lescence which were studied by him the increase in 
height averaged 5 cm., whereas in cases in which the 
symptoms developed after adolescence the propor- 
tions were normal. 

According to Holmgren’s description, girls with 
hyperthyreosis at puberty are usually tall, lively, and 
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nervous, and suffer from goiter, tachycardia, and 
tremor. Asa rule they have a fair complexion, shin- 
ing eyes, abundant hair, and an intelligence above 
the average. They menstruate and mature early. 

In a description of goiter at puberty Hutinel said 
that the size of the thyroid gland steadily increases 
until adult age, the increase being particularly 
marked at puberty. This development may lead to 
pathological changes, but as a rule the enlargement 
soon disappears, leaving the neck a little thick. 
There are no pains, inflammatory reactions, adventi- 
tious vascular sounds, or nervous phenomena. The 
gland is soft and elastic. The hypertrophy is too 
slight to be called goiter. 

Sometimes, however, there is a true parenchyma- 
tous goiter. This may diminish in size and yet cause 
persistent symptoms. There is no definite relation- 
ship between the size of the goiter and hyperthy- 
reosis. 

More or less pronounced Basedow’s disease is char- 
acterized by prominence of the eyes, a large thyroid 
with well-marked veins, nervous and psychical fea- 
tures, cardiovascular symptoms, and, frequently, 
emaciation. 

Girls with hypofunction of the thyroid have puffy 
features, cold and cyanotic extremities, and a dull 
expression. They are slow in their movements, indo- 
lent, and not very tall. 

In examinations of school children in Finland, 
Kaartinen found goiter in 18.6 per cent. The goiters 
reached their greatest size and frequency at the age 
of thirteen years. 

Earlier investigations of the basal metabolism in 
cases of goiter at puberty were carried out in only a 
few cases and by different methods, the results being 
therefore difficult. to evaluate. In four cases of 
diffuse goiter in girls at puberty, H’Doubler found 
the metabolic rate to be normal. In none of these 
were there true symptoms of hyperthyreosis, but in 
one of them the histological picture was that of Base- 
dow goiter. 

Moller reported six cases of goiter diagnosed as the 
Basedow or ‘‘forme fruste”’ type and five diagnosed 
as simple goiter. Only two of the Basedow or “‘forme 
fruste’’ type had an increased metabolic rate. In . 
none of the cases were there any ocular symptoms, 
and in two there was no tachycardia or increase in 
perspiration. The symptoms were therefore very 
much like those not infrequently occurring in girls 
at puberty and soon disappearing. 

Gardiner, Hill, Brett, and Forrest-Smith find the 
colloidal goiter to be the usual form at puberty. 

One cause of the conflicting data is the difference 
of opinion as to how the individual case should be 
classified with reference to the character of the goiter 
and other clinical features. Another is the variety of 
apparatus used and the difference in the methods 
employed in the calculation of the basal metabolic 
rate. 

The author studied nineteen cases of goiter at 
puberty and the laboratory records of twenty-one 
others. Krogh’s method was used, and in the 
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majority of cases several readings were made. The 
cases were not selected. 

The Aub-Dubois formula, based on the Jaw of 
body surface, and the Kestner-Knipping formula 
gave Closely parallel results because of common fac- 
tors, but the value obtained with the former was 
generally seven units less. When the height of the 
body is abnormally great or small, the values must 
be judged with care, but when the height is normal 
the results can be considered reliable. 

In the cases of girls who are growing rapidly and in 
whom a normal thyroid gland may be in contrast to 
a thin neck, the diagnosis of goiter must be made 
with caution. In the cases of others, a slight swelling 
of the anterior part of the neck may be called goiter, 
especially when it is accompanied by nervous vaso- 
motor symptoms. 

The author’s material is divided into the following 
four groups: 

Group t. Cases of goiter with clinical symptoms 
of hyperthyreosis (Basedow’s disease). 

Group 2. Cases of goiter without clinical symp- 
toms of hyperthyreosis. 

Group 3. Cases of goiter of Holmgren’s type. 

Group 4. Cases of slight diffuse enlargement of the 
thyroid (thick neck). 

Although the clinical symptoms in all of the cases 
of Group 1 were similar and suggested the presence 
of hyperthyreosis, the basal metabolic rate in some 
of them was within normal limits or only slightly 
increased. 

In Group 2 the basal metabolic rate was within 
normal limits or somewhat below normal. 

Group 3 included cases of goiter which, in addition 
to symptoms of hyperthyreosis, showed an abnormal 
growth in height. In two, there were symptoms of 
Basedow’s disease with a high basal metabolic rate. 
In all except one of the others the basal metabolic 
rate was normal. In the one exception the rate was 
high but fell to normal after hospital treatment. 

In Group 4 the basal metabolic rate was normal in 
all except one case. In the one exception it was below 
normal and after thyroid medication the enlarge- 
ment of the neck disappeared. 

At the age of puberty the variations in the normal 
limits of the basal metabolic rate are much greater 
than in adults, especially when there is any deviation 
from the normal in the patient’s height and weight. 
An obviously increased basal metabolism supports 
the diagnosis of hyperthyreosis, but a normal basal 
metabolic rate does not exclude the presence of hy- 
perthyreosis when the other clinical symptoms favor 
the diagnosis. A single clinical symptom does not 
justify the diagnosis of hyperthyreosis, nor does a 
normal basal metabolic rate rule out such a diagnosis 
in the presence of clinical symptoms. 

Zondek and others assume that in such cases of 
goiter with definite clinical symptoms of hyperthy- 
reosis and a normal basal metabolic rate the condi- 
tion is not a pure hyperfunction of the thyroid but is 
a dysfunction due to the effect of other endocrine 
organs. By this hypothesis it may be possible to 


explain the mixture of symptoms of hyperthyreosis 
and symptoms of hypofunction of the thyroid, a 
syndrome not infrequently found in cases of goiter 
in girls at the age of puberty. FE. S. Piatt, M.D. 


Miller, J. L.: Thyrotoxicosis from the Internist’s 
Standpoint. Am. J. M. Sc., 1929, clxxvii, 98. 


Physiological enlargement of the thyroid occurs 
during infancy, at puberty, and during pregnancy. 
At these times the gland histologically resembles the 
hyperplastic goiter of hyperthyroidism, but does not 
cause toxic signs or symptoms. Some observers be- 
lieve the instability of the nervous system at puberty 
is due to. a mild hyperthyroidism. Aschoff refers to 
Hellwig’s finding of an increase in the basal metabolic 
rate. 

Iodine will usually prevent the physiological hy- 
perplasia. ‘After the administration of iodine the 
hyperplasia disappears and the gland reverts to the 
colloid type. Physiological hyperplasia is not con- 
fined to goiterous districts, but is more marked in 
those districts. 

The amount of iodine required to prevent hyper- 
plasia is exceedingly small. The iodized salt used in 
Switzerland contains 5 mgm. per kilogram, and the 
annual intake of iodine is about 15 mgm. In Amer- 
ica, the iodized salt contains 200 mgm. and the 
annual intake of iodine is approximately 600 mgm. or 
forty times that of Switzerland. The estimated 
annual iodine requirement of the thyroid under nor- 
mal conditions is about 50 mgm. 

The apparently excessive iodine content of salt is 
thought to cause the conversion of simple goiters 
into those of the toxic type. 

In surgery of the thyroid, the atrophy of the thy- 
roid that occurs with advancing age must be taken 
into consideration. 

The first clear description of exophthalmic goiter 
was given by Mobius in a monograph published in 
1886. ‘To date, no one has improved on Mobius’ 
definition of Basedow’s disease as “‘an intoxication of 
the body due to abnormal activity of the thyroid.” 

The pathological histology of the thyroid in hyper- 
thyroidism is varied. Studies of the basal metab- 
olism have shown the presence of hyperthyroidism 
without material enlargement of the gland, and the 
classical triad of goiter, exophthalmos, and tachy- 
cardia has been abandoned. 

Two general types of gland are recognized —the 
diffuse hyperplastic and the nodular or adenomatous. 
It is debatable whether the adenoma is a true tumor 
or merely a parenchymatous hyperplasia. 

Certain simple adenomata respond to iodine in the 
same manner as the hyperplastic thyroids, and a 
toxic adenoma responds as well as the exophthalmic 
type. DeQuervain and Aschoff believe that the 
adenoma is capable of hypofunction and hyperfunc- 
tion, and that the hyperplasia may be confined to the 
adenoma, but MacCallum noted the hyperplasia and 
infolding of hyperplasia in the nodule in only 1 of 16 
cases of toxic adenoma. In a study of 189 cases of 
so-called toxic adenoma, Rienhoff and Lewis found 
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that in 9 the nodule resembled a true benign paren- 
chymatous neoplasm but did not participate in the 
hyperplasia present in the surrounding tissue. In 34 
per cent, the nodules were due to colloid cysts. As 
all of this group were cases of long standing, the 
change was attributed to over-involution during 
spontaneous remissions or after iodine treatment. 
Hypertrophy and hyperplasia were present in the 
nodules and surrounding tissue. In 58 per cent of the 
cases there was a circumscribed hyperplasia with 
intervening areas of normal tissue. ‘Therefore the 
nodules found in toxic goiters may be true adeno- 
mata, over-involuted tissue, or circumscribed areas 
of hyperplasia. ‘Thyrotoxicosis with nodular goi- 
ter” is considered a more accurate term than ‘‘toxic 
adenoma.” 

Histologically, the hyperplasia of hyperthyroidism 
is similar to the physiological hyperplasia of puberty, 
differing mainly in being more marked. Hyperplasia 
may be present without Basedow’s disease, and 
Basedow’s disease may be present without apparent 
hyperplasia. It must be remembered, however, that 
a very small hyperplastic area is capable of produc- 
ing intoxication. 

The iodine content of normal glands has been 
found to vary from 0.48 to 27 mgm. Bauman and 
Zeit reported the average to be 6.6 mgm. Oswald 
found the content of normal glands to vary from 
0.48 to 13.6, while in 43 simple goiters the content 
ranged from 11.7 to 26.9 mgm. The colloid goiters 
had the largest amount, the parenchymatous type 
had less, and the adenomatous type had least. The 
total iodine was greater than the normal, but the 
amount per gram of dried gland was less than the 
normal. 

Colloid is essential for the storage of iodine. Ma- 
rine found more iodine per gram of dried gland in 
cases of Basedow’s disease than in those of colloid 
goiter, indicating that iodine deficiency is not essen- 
tial in hyperthyroidism. 

Marine thinks the iodine content of the adenoma 
is less than that of the surrounding tissue. DeQuer- 
vain has seen adenomata with 3 times the amount of 
iodine in the surrounding tissue. 

In studies of the effect of the administration of 
iodine on the iodine content of the gland, Jansen and 
Robert found that without previous administration 
of iodine there was a relative iodine deficiency in 
hyperthyroidism with a slight increase in the total 
iodine content of the gland. After the administra- 
tion of iodine the normal gland showed a relatively 
great increase in iodine, while in simple goiter and 
hyperthyroidism there was a moderate relative and 
absolute increase. 

Before the administration of iodine in colloid goiter 
the iodine content of the blood was 30 per cent of 
normal. In Basedow’s disease it was 3 times the 
normal. There was no relation between the iodine 
content of the blood and that of the gland. These 
findings indicate that the Basedow type of gland is 
unable to store iodine because of excessive produc- 
tion of the thyroid hormone. After the administra- 
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tion of iodine, the blood in simple colloid goiter 
showed a great increase in iodine, indicating that 
excessive iodine in the blood is not responsible for the 
intoxication. Certain patients with colloid or adeno- 
matous goiter who became toxic after the adminis- 
tration of iodine did not show an increase in the 
iodine content of the gland. Others had an increase 
in the iodine content of the gland without an increase 
in the blood iodine. There seems to be a qualitative 
factor in the secretion which may or may not be 
iodine in nature. 

Rienhoff supports Marine’s view that the action of 
iodine in hyperthyroidism is a mechanical interfer- 
ence with the escape of the secretions into the cir- 
culation. 

The thymus gland is frequently enlarged in pa- 
tients with hyperthyroidism. Warthin believes that 
hyperthyroidism occurs only in persons with the 
so-called lymphatic constitution, and that an en- 
larged thymus is necessary. 

Capelle found an enlarged thymus in 95 per cent 
of cases in which death followed an operation for 
hyperthyroidism, in 82 per cent of cases in which 
death resulted from the disease, and in 44 per cent of 
cases in which death resulted from intercurrent in- 
fection. Marine believes the thymic enlargement is 
secondary and part of the systemic reaction. 

Garré reported a cure after thymectomy, and it is 
possible that some of the benefits of roentgen-ray 
therapy are due to the effect of the irradiation on the 
thymus. 

With regard to the pathological physiology there 
are many theories, all speculative. In Krehl’s opin- 
ion, an individual predisposition is an important fac- 
tor. According to Aschoff, a hypersensitive nervous 
system is responsible for the individual predisposi- 
tion and there is more than one active principle. 

In Oswald’s opinion, the primary disturbance is in 
the epithelial cells of the thyroid, which lose the 
ability to convert iodine into a form capable of being 
stored, the result being a high iodine content of the 
blood, rapid excretion of iodine from the body, and 
iodine deficiency. 

De Quervain believes there are multiple active 
substances. He refers to Kendall’s experiment in 
which different effects were noted with acid-soluble 
and alkali-soluble substances and calls attention to 
the dissociation of symptoms in cretinism. The car- 
dinal symptoms of cretinism are skeletal changes, 
mental defects, and deaf-mutism. In dwarfed cretins 
the thyroid is atrophied, whereas in the absence of 
skeletal defects it is of normal size or enlarged. The 
genitalia and growth of hair are defective in the 
dwarfed cretins but not in cretins of normal stature. 

In any explanation of the pathological physiology 
it is necessary to take into consideration the fact that 
only a very small amount of thyroid tissue is re- 
quired for intense intoxication, an observation which 
discounts the presence of a pure hypersecretion. 

In the use of the term “‘hypothyroidism”’ there is 
much confusion. At present, clinical myoedema or 
cretinism should be accepted as the criterion of hypo- 
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thyroidism, and not the basal metabolism alone, 
since a low basal rate may be present without evi- 
dence of hypothyroidism. 

The diagnosis of hyperthyroidism is complicated 
by the frequency of simple goiter and the fact that in 
many cases of hyperthyroidism there is only very 
slight enlargement of the gland. Signs and symp- 
toms may precede an increase in the basal rate. 
Later in life and in long-standing hyperthyroidism 
there may be tachycardia or fibrillation with only a 
slight increase in the basal rate, and the condition 
may be classified as chronic heart disease. Goiter and 
hypertension may be accompanied by increased 
metabolism without hyperthyroidism. In distin- 
guishing a functional nervous disturbance, from 
hyperthyroidism, observation for a few weeks and 
repeated determinations of the basal rate are 
necessary. 

Iodine hyperthyroidism resulting from the admin- 
istration of iodine or iodized salt may be relieved by 
withdrawing the iodine. Except in intense intoxica- 
tion, observation over a period of two months is 
advisable before radical treatment is undertaken. 

Drug therapy does not cure; apparent cure under 
medical treatment is due probably to the tendency 
of the disease to undergo spontaneous remissions. 
Iodine is not curative. Its chief use is limited to 
preparation for operation. Digitalis is indicated only 
in auricular fibrillation and is less effective than in 
fibrillation due to other causes. The best cardiac 
treatment is rest in bed. Physical and mental rest is 
incapable of effecting a cure. 

Only surgery and roentgen-ray therapy are bene- 
ficial or curative. Roentgen-ray irradiation is a val- 
uable form of therapy and is free from the undesir- 
able complications of laryngeal paralysis, tetany, and 
myxoedema. The administration of iodine before 
operation has lowered the operative mortality. 

The internist awaits the presentation of satisfac- 
tory evidence of the percentage of cures by these two 
methods. A report from the Lahey clinic in Boston 
is satisfactory for a surgical series except for the 
short time that has elapsed since the treatment. In 
92 per cent of the cases there has been complete 
relief from the hyperthyroidism, but 15 per cent of 
the patients show definite evidence of clinical myx- 
cedema. A high incidence of cures seems to be accom- 
panied by a relatively high incidence of myxoedema. 
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No follow-up series has been reported for roentgen- 
ray therapy. 

Following less radical removal the incidence of 
cures was reduced to 70 per cent, approximately that 
obtained with the roentgen-ray. This is probably the 
limit of the curative effect of the roentgen-ray. Even 
though the higher incidence of cures following sur- 
gery carries with it a greater incidence of myxcede- 
ma, the aftermath is less disabling than the original 
disease. 

The use of the roentgen-ray is not advisable in the 
severe cases since a period of from eight to twelve 
weeks must elapse before the results are apparent. 
In the milder types, roentgen-ray irradiation is per- 
missible, but even in the milder forms either surgery 
or roentgen treatment is much preferable to a hope 
for spontaneous recovery. 

In the pre-operative preparation, iodine is essen- 
tial. Sodium iodide is more palatable than Lugol’s 
solution and just as efficient. One cubic centimeter 
of Lugol’s solution is equivalent to 150 mgm. of 
sodium iodide. When iodine is continued over a long 
period there may be a return of toxicity. Iodine 
should not be discontinued until surgical measures 
have been carried out. 

The length of time that the administration of 
iodine should be continued after operation is debat- 
able, and the value of iodine in preventing recurrence 
is not settled. 

The mode of action of iodine has not been deter- 
mined, nor has it been proved that large doses of 
iodine are indicated. 

A condition of rest favors better remissions. The 
length of time required for a satisfactory remission is 
usually from eight to twelve days and occasionally as 
long as three weeks. Longer delay is usually dis- 
appointing, from 5 to 10 per cent of cases failing to 
show a remission. 

It is important to recognize the development of 
myxoedema in order to prevent chronic invalidism. 

Of the operative measures, subtotal thyroidec- 
tomy is more successful in relieving hyperthyroidism 
than lobectomy. However, the latter procedure 
gives a cure in about 70 per cent of cases without the 
danger of myxoedema and, when necessary, may be 
followed by a second operation. When total thy 
roidectomy is required, myxoedema is unavoidable. 

E. S. Pratt, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Skinner, H. A.: The Origin of Acoustic Nerve 
Tumors. Brit. J. Surg., 1929, xvi, 440. 


Acoustic nerve tumors arise on the vestibular divi- 
sion of the nerve, occurring on the non-glial segment 
distal to the plane of the porus acusticus internus. 
The central, glial segment of the nerve is never pri- 
marily involved in the tumor. The peripheral origin 
is dependent upon factors in the embryonic develop- 
ment of the nerve. The typical cell of the tumor is 
the neurilemma sheath cell which develops from the 
neural crest. The fibroblasts are of mesodermal 
origin. 

The peripheral portion of the auditory nerve is in 
general similar to that of other peripheral nerves but 
contains a greater amount of fibrous tissue. This fi- 
brous tissue is probably in the nature of a tissue reac- 
tion. 

Two types of acoustic nerve tumors are distin- 
guished, the cellular and the fibrous. Those of the 
former type are probably of more rapid growth and 
more easily removed at operation, while those of the 
latter type have a longer history but tend to bleed 
more and are liable to be adherent to the dura and 
adjacent tissues. Many tumors occupy an interme- 
diate position between these two types. 

The type of tumor may be determined by the de- 
gree to which the fibroblasts are able to confine the 
neurilemma cells during the process of development. 

ALBERT S. CRAwrorD, M.D. 


SPINAL CORD AND ITS COVERINGS 


Burley, B. T.: Spinal Cord Decompression: Indica- 
tions and Results. New England J. Med., 1929, cc, 
219. 


In Burley’s opinion, spinal cord decompression 
might be performed with advantage more often for 
paraplegias in the early stages with spinal cord com- 
pression. 

Compression of the spinal cord may be acute or 
subacute. The acute type may be due to fracture, 
dislocation of vertebra, hamorrhage with or without 
hematomyelia, oedema of the arachnoid, and ab- 
scesses. The subacute or chronic type may be the 
result of a bony lesion, tuberculosis of the bone, a 
tumor, syphilis, a circulatory lesion, meningeal dis- 
ease, or arachnoiditis. 

The author reviews the literature briefly and re- 
ports three cases. The first case was that of a twelve- 
year-old girl with an epidural abscess which caused 
a complete block at the level of the twelfth dorsal 
vertebra. Evacuation by laminectomy resulted in a 
complete cure. The second case was that of a man of 
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forty-one years with a spinal block at the level of the 
twelfth dorsal vertebra, a complication of pneumo- 
coccic meningitis. Drainage was done, but the pa- 
tient died. ‘The third case was that of a woman 
twenty-two years old in whom a pressure myelitis 
and arachnoiditis developed secondarily to an endo- 
thelial myeloma of vertebra and a rib. Operation 
exposed the lesion, but proved fatal. 
ALBERT S. CrAwrorb, M.D. 


Chlenoff, Z. G., and Vodoguinskaya, S. V.: A Case 
of Spinal Arachnoiditis Operated upon Twice 
(Un caso de aracnoiditis espinal operada dos veces). 
Arch. argent. de neurol., 1928, ii, 311. 

The patient whose case is reported was a woman 
twenty-nine years of age who was admitted to the 
hospital on October 12, 1925, for spastic paraparesis 
of the lower limbs. In February, 1924, she had had 
chills followed by copious sweating and for this con- 
dition she had taken quinine as she lived in a malarial 
region. In the second week of the illness she began to 
notice weakness in her right foot. ‘The weakness in- 
creased, and in September, 1924, it was difficult for 
her to lift her foot and she was unable to take a long 
step. In March, 1925, she began to notice weakness 
also in the left foot and she frequently fell. After 
August, 1925, she had difficulty in retaining her 
urine and her vision became poor. 

When she entered the hospital, her mental condi- 
tion was found normal. The spleen was enlarged. 
The movement.of all of the joints was limited by 
spasticity. At the knee there was a hypertonic 
pendulum reflex. Urinary continence alternated 
with urinary incontinence. Below the second dorsal 
vertebra, pain, heat, and tactile sensation was de- 
creased, and below the fifth dorsal vertebra there 
was complete pain and temperature anaesthesia. 
Muscle sense was normal. The Wassermann test 
was negative. Signs of compression of the spinal 
cord were noted. Lipiodol stopped at the third 
dorsal vertebra, but after a few days it passed on 
down to the third lumbar vertebra, and a few days 
later only isolated drops could be seen at either of 
these levels. 

Mercury, neosalvarsan, and quinine were without 
effect. The symptoms progressed, pain developed in 
the region supplied by the second and fourth dorsal 
nerves, and there was a zone of hyperalgesia at the 
level of the second dorsal nerve. Ultimately, the 
patient became unable to walk. 

On February 24, 1927, resection of the laminz of 
the third to fifth dorsal vertebra disclosed in the 
subarachnoid space a membrane stretched like a sail 
which was adherent to the pia mater and the 
arachnoid. This membrane was resected. After the 
operation the patient showed marked improvement, 
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but later she had severe pain in the feet and there 
was a considerable decrease of sensation of the root 
type in the regions supplied by the fifth lumbar to 
the third sacral nerves. 

At another laminectomy, performed on June 18, 
1927, the laminaw of the third to fifth lumbar verte- 
bra were resected, the dura mater was sectioned, and 
a membrane similar to that found at the higher level 
was discovered. ‘This membrane also was resected. 
Following the operation the patient showed marked 
improvement. The improvement is continuing 
under treatment with injections of fibrolysin and 
diathermy. 

The patient’s history of typical attacks of chills, 
fever, and sweating, the irregular fever and the en- 
largement of the spleen noted in the hospital, and 
the fact that the patient lived in a malarial region 
indicate that the arachnoiditis was caused by 
malaria. The marked and progressive improvement 
following the second operation indicates that only 
the meninges were affected. 

Auprey G. Morcan, M.D. 


SYMPATHETIC NERVES 


Cappell, D. F.: Retroperitoneal Ganglionic Neuro- 
ma. J. Path. & Bacteriol., 1929, xxxii, 43. 


New growths of the peripheral nervous system 
composed of true nervous elements are relatively un- 
common. They usually occur in connection with the 
abdominal sympathetic chain. They may attain a 
large size and generally present an admixture of 
adult and embryonic tissue. Those in which the 
nervous elements are of adult type are rare. The 
neuroma reported in this article was possibly the 
largest on record and consisted solely of adult cells 
and fibers. 

The patient, a woman of twenty-seven years, com- 
plained only of slight pain in the right abdomen of 
one year’s duration, Physical examination was essen- 
tially negative except for a mass in the right lumbar 
region. A diagnosis of retroperitoneal tumor was 
made and the neoplasm was exposed through a right 
rectus incision. It was adherent to the inferior vena 
cava and common iliac veins but was cleanly re- 
moved. It measured 18 by 18 by 18 cm. and weighed 
1020 gm. Convalescence was uneventful, and three 
years later the patient appeared to be in perfect 
health. 

The tumor probably arose from the abdominal 
sympathetic chain. Both its gross and its microscop- 
ical appearance was that of a ganglionic neuroma. 
Its structure was uniformly adult in type with non- 
medullated fibers markedly predominating over the 
ganglionic cells. The interstitial tissue was myxoma- 
tous. No neuroblastic elements were found. The 
subsequent history of the case confirmed the view 
that the tumor was simple in type. 

The author includes in his article a photograph of 
the gross cross-section of the tumor, two pyelograms, 
and eight photomicrographs. 

ALBERT S. CRAWFORD, M.D. 


MISCELLANEOUS 


Danisch, F., and Nedelmann, E.: A Malignant 
Thymoma with a Peculiar Metastasis into the 
Central Nervous System in a Child Three and 
a Half Years Old. Also a Contribution on the 
Clinical Picture and Pathological Anatomy of 
Tumor Metastasis by Way of the Cerebrospinal 
Fluid (Boesartiges Thymom bei einem 3/4 jaehrigen 
Kinde mit eigenartiger Metastasierung ins Zentral- 
nervensystem. Zugleich ein Beitrag zur Klinik und 
pathologischen Anatomie der Geschwulstmetasta- 
sierung auf dem Liquorwege). Arch. f. path. Anat., 
1928, cclxviii, 492. 

The authors report a malignant thymoma in a 
child three and a half years old which was remark- 
able on account of the metastases formed in the 
cranial and spinal nerves. The peculiar propagation 
of the tumor in these nerves must have taken place 
by way of the cerebrospinal fluid from a plexus 
metastasis. The case is therefore of special impor- 
tance with regard to the still disputed question as 
to the movement and absorption of the cerebrospinal 
fluid. The manner of the tumor infiltration of the 
perineural and endoneural lymph channels in the 
dura strongly suggests that the greater part of the 
cerebrospinal fluid is carried off through the lymph 
channels of the cranial and spinal nerves. At the 
sites of emergence of the nerves through the dura 
there is a physiological narrowing of the efferent 
lymph channels. At these sites especially there had 
occurred in the case reported a massive implantation 
of tumor cells and extensive nodular swelling of the 
affected nerves. STAHL (Z). 


Grant, F. C.: The Relief of Pain by Nerve Section. 
J. Am. M. Ass., 1929, xcii, 116. 


The pain of malignant conditions in the sensory 
distribution of the fifth cranial nerve can be relieved 
by alcohol injection or intracranial section of the 
proper branches of the nerve. Such blocking is 
followed by general improvement, a gain in weight 
and strength, a change in the mental attitude, and 
willingness to continue proper treatment whereby 
life is lengthened and a cure is effected in some cases 
and in others the terminal period of life is rendered 
more comfortable. 

In cancers of the floor of the mouth and tonsil, the 
pain is difficult to control as these regions are sup- 
plied not only by the trigeminal nerve but also by 
other cranial nerves and the cervical nerves. Pain in 
the ear and throat is not affected by trigeminal 
section. Frequently, besides the major pain in the 
trigeminal area there is a minor pain elsewhere which 
assumes as much importance as the major pain after 
the major pain has been relieved. 

Alcohol injection is suitable only for relatively 
small lesions in an area supplied by a single division 
of the nerve. It is satisfactory within its limited 
field, but operation is preferable. Since most painful 
malignancies are in the lower two-thirds of the face, 
complete avulsion of the sensory root is usually un- 
necessary. Section of the nerve trunks peripheral 
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to the ganglion is a simple procedure and avoids 
ophthalmic complications. 

Greater relief is possible in cases of superficially 
situated growths within the trigeminal area than in 
those of growths involving the deeper areas of the 
face and mouth. Complete permanent relief of pain 
is less likely when the floor of the mouth, tonsillar 
pillars, or nasal accessory sinuses, especially the 
ethmoid or sphenoid sinuses, are involved. Rapid 
spread of the growth outside the zone of anesthesia 
may cause a recurrence of the pain. 

When cessation of the pain and freedom from the 
necessity for morphine is obtained the result is con- 
sidered successful. If pain recurs outside the tri- 
geminal area but is easily controlled by morphine un- 
til death, the result is considered partially successful. 

Of fifty-six patients with cancer of the face who 
were treated by nerve block, thirty-two were com- 
pletely relieved, fourteen were partially relieved, and 
nine were not relieved. Of the nine who were not 
relieved, four showed extensive degeneration of the 
superior maxilla involving the accessory sinuses and 
five had widespread involvement of the floor of the 
mouth. 

In cases of pain in the neck beneath the angle of 
the jaw and below the sensory distribution of the 
trigeminal nerve, laminectomy with section of the 
upper three or four posterior cervical nerve roots is 
most effective. The anesthesia thus produced ex- 
tends from the vertex of the scalp down to the level 
of the clavicle and the spine of the scapula. How- 
ever, this operation will not relieve pain in the ear 
or deep in the throat. Section of the peripheral 
branches of the cervical nerve where they wind for- 
ward over the sternomastoid muscle is simpler than 
high cervical laminectomy and in many instances is 
just as effective. Extensive malignancy involving 
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the posterior and anterior triangles of the neck pre- 
cludes peripheral nerve section and indicates cervical 
rhizotomy. 

Neither trigeminal section nor cervical rhizotomy 
will affect pain deep in the ear or in the throat. 
Section of the glossopharyngeal nerve, preferably 
intracranial than extracranial, will relieve the pain 
in the throat, but pain deep in the ear is not affected 
by this operation or by section of the vagus or extra- 
cranial section of the cervical sympathetic chain. 

Following the success of nerve section in malignant 
conditions of the face, the procedure was applied to 
malignancy in other parts of the body, gastric crises, 
and painful amputation stumps. 

Two methods are possible, posterior rhizotomy 
and chordotomy, either unilateral or bilateral. 

Rhizotomy should be used in cases of relatively 
localized lesions not involving more than four 
dermatomeres. Because of the overlapping of the 
sensory nerve supply of adjacent sensory segments, 
the posterior roots running to the segments above 
and below the region involved must be cut. There- 
fore six posterior roots must be sectioned for a lesion 
causing pain in four dermatomeres. Six roots can be 
exposed by removing five lamina, which is about the 
limit of safety. 

Chordotomy is indicated in extensive unilateral or 
bilateral pain passing over nerve pathways entering 
the cord below the first thoracic segment. In 
Frazier’s opinion, chordotomy above this level is un- 
safe because of possible involvement of the phrenic 
distribution. The point of election for severance of 
the anterolateral columns is between the first and 
fourth thoracic segments. It is necessary to remove 
only three laminw. This procedure is especially 
indicated in malignancy of the pelvis with deep pain 
in the pelvis or the legs. E. S. Pratt, M.D. 





SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Cheatle, Sir G. L.: The Interpretation of Breast 
Histology. Lancet, 1929, ccxvi, 37. 

Cheatle states that epithelial hyperplasia of the 
breast should be classified as genetic when it is nor- 
mal; as desquamative, when the process ends in the 
shedding from the surface of the epithelium of cells 
which are incapable of existing separately or of mul- 
tiplying and finally die; and as dysgenetic, when 
there is a pathological formation of lining cells which 
are capable of multiplying. 

He suggests the term “‘mazoplasia”’ to replace the 
term ‘“‘chronic mastitis” since the condition to which 
the latter is applied is of the desquamative type and 
has no etiological connection with an inflammatory 
process. Cystophorous (cyst-forming) hyperplasia is 
the second process of the desquamative type and is 
important because it may become dysgenetic. If the 
epithelial hyperplasia is dysgenetic, the pathologist 
should state whether it is papillomatous and confined 
within normal boundaries or has become a duct car- 
cinoma. 

In Cheatle’s opinion, it is safest to remove all 
breasts that are cystic or contain dysgenetic epithe- 
lial hyperplasia. NaTHAN N. Croun, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Ronzini, M.: Pulmonary Tuberculosis and Uni- 
lateral and Bilateral Pneumothorax in Preg- 
nancy (Tubercolosi polmonare e collassoterapie 
uni- e bi-laterale in gravidanza). Clin. ostet., 1928, 
XXX, O21. 

There is no doubt that pregnancy may aggravate 
either an active or a latent pulmonary tuberculosis, 
but it is true also that in a very considerable per- 
centage of cases the pregnancy does not have any 
effect at all on the disease. As there are no accurate 
data available concerning the later prognosis of the 
tuberculosis in such cases, the course to be followed 
in regard to the pregnancy should be decidedly con- 
servative and abortion should be induced only when 
it can be proved that the aggravation of the tubercu- 
losis is due to the pregnancy and is not merely an 
associated condition. 

As pregnancy does not constitute a contra-indica- 
tion to artificial pneumothorax, the indications for 
this method of treatment are the same as in the non- 
pregnant state. In addition to its usual advantages, 
this treatment has the advantage in pregnancy of 
overcoming the disequilibrium in the intrathoracic 
pressure caused by the pregnancy. If the pneu- 
mothorax is induced with special care, with only 
partial collapse and negative pressure, and if a care- 
ful watch is kept over the patient, the treatment is 


perfectly compatible with normal pregnancy and 
labor. If pneumothorax cannot be induced for 
technical reasons, extirpation of the phrenic nerve 
may be substituted, as it has been found that 
paralysis of the diaphragm does not interfere with 
the normal course of pregnancy and labor. 

Ronzini reports five cases in which unilateral 
pneumothorax was induced and one case in which 
bilateral pneumothorax was induced without inter- 
fering with normal pregnancy and labor. 

Aubrey G. Morcan, M.D. 


Lilienthal, H., and Amberson, J. B.: Unilateral 
Pneumothorax: The Behavior of the Mediasti- 
num. Arch. Surg., 1929, xviii, 533. 

From a roentgen study of the behavior of the 
mediastinum in unilateral pneumothorax, the au- 
thors draw the following conclusions: 

1. In pneumothorax with an external opening, 
blowing exercises tend to inflate the collapsed lung 
and force the mediastinum toward the open side. 

2. Inclosed pneumothorax, blowing exercises tend 
to compress the collapsed lung and force the medias- 
tinum toward the healthy lung, which is also com- 
pressed. 

3. In pneumothorax with an external opening, 
straining with the closed glottis deviates the medias- 
tinum toward the open side and expands the col- 
lapsed lung. 

4. In closed pneumothorax, straining with the 
closed glottis produces little or no deviation of the 
mediastinum. 

5. In closed pneumothorax, forced expiration 
tends to rotate the heart and its attachments. 

6. In the roentgenological study of closed or open 
pneumothorax, observations and records should be 
made in deep inspiration, in full expiration, and in 
straining with the glottis closed. 

J. Frank Doucury, M.D. 


Dolley, F. S., and Wiese, E. R.: The Effects of a 
Large Closed Bilateral Pneumothorax or Thor- 
acic Lymph Flow. Arch. Surg., 1929, xviii, 542. 


In experiments on dogs the authors found that 
bilateral closed pneumothorax caused a marked re- 
duction in the intrathoracic lymph flow. They be- 
lieve that it has the same effect in man and that in 
suppurative diseases of the lungs it may act benefi- 


cially by lessening the toxic absorption that is break - 


ing down resistance or harmfully by producing an 
effusion with its attendant danger of infection by 
pyogenic organisms. 

They state that the operation of choice in tubercu- 
losis is the one that gives maximal rest, lymph stasis, 
and fibrosis with minimal pulmonary collapse and 
circulatory disturbance. J. Frank Doucuty, M.D. 
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Churchill, E. D.: The ‘‘Strain’’ on the Collateral 
Lung in Collapse Therapy. Arch. Surg., 1929, 
Xviii, 553. 

The author’s experiments on cats have demon- 
strated that the burden thrown on a lung by sudden 
increases in the volume of blood flow is compensated 
for not only by an increase in ventilation but also by 
an increase in the area of the functional diffusing sur- 
face brought about by the opening of reserve capil- 
lary pathways. 

Therefore when clinical cases are studied with a 
view to collapse therapy, the possibility of strain on 
the collateral lung arising from an increased func- 
tional burden may often be greatly discounted. 

J. Frank Doucurty, M.D. 


Kline, B. S., and Berger, S. S.: Pulmonary Abscess 
and Pulmonary Gangrene: Clinical Course and 
Pathology. Arch. Surg., 1929, xviii, 481. 


In pulmonary abscess the sputum is whitish-yel- 
low, mucopurulent, and without an appreciable odor. 
When washed, it usually shows pyogenic organisms, 
generally staphylococci. In pulmonary gangrene, the 
sputum is foul smelling, and grayish-brown or gray- 
ish-green. When carefully washed and properly 
stained, it shows the characteristic spirochetes, fusi- 
form bacilli, and vibrios. 

Pulmonary gangrene responds well to treatment 
with arsphenamine but poorly to abscess therapy. 

GrorGE A, Coitett, M.D. 


Lilienthal, H.: Cyst of the Lung: Recovery Follow- 
ing Operation for Permanent Drainage. Arch. 
Surg., 1929, xviii, 292. 

The author reports a case of cyst of the lung in a 
woman fifty-four years of age. For nine years the 
patient had had pain in the chest and for six months 
indefinite ‘“‘nervous spells’ at night. The X-ray 
revealed in the upper left part of the chest a large 
globular mass which on aspiration yielded a choco- 
late-colored fluid. The mediastinum was displaced 
to the right, and there was beginning obstruction of 
the cesophagus. A diagnosis of dermoid cyst was 
made. 

Under local anesthesia supplemented by the use 
of nitrous oxide, a portion of the second rib was re- 
moved and an effort made to marsupialize the cyst 
to the chest wall. The cyst wall could be readily 
seen. It was bluish and contained many large ves- 
sels on its surface. Gauze packing was inserted and 
the chest closed. Alarming dyspnoea twenty-four 
hours later was found to be caused by great displace- 
ment of the mediastinum and a large amount of 
fluid in the chest. The introduction of drainage 
tubes resulted in little relief. 

At a second operation, a piece of the cyst wall, 
which was thick and resembled embryonic skin, was 
removed and large tubes were inserted into the cyst 
cavity for dependent drainage. To prevent dysp- 
noea, the tubes were filled with a finger-cot flipper 
valve. The cavity drained quite freely. The fluid 
later became of a mucoid character and finally an 
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organized canal was formed between the cyst cavity 
and the skin surface. 

The patient made a complete recovery and is now 
quite comfortable but must continue to wear a tube 
with a valve at all times to prevent distressing 
dyspnoea. On account of her age, no attempt will 
be made to remove the cyst wall. 

Even though the contents of the cyst did not 
reveal the hair and other elements usually found in 
dermoid cysts, the character of the cyst wall seemed 
to establish the origin of the cyst definitely. In the 
author’s opinion, the embryonic origin of this type 
of cyst may be the pinching off of a bronchus or 
bronchiole with the formation of a retention cyst or 
faulty anlages of the lymph-vessel systems of the 
corresponding lung. The cyst in the case reported 
may have beer of either origin, but on account of 
the total absence of an epithelial lining the author 
believes it was due to a faulty anlage. 

WitiiaM J. Picketr, M.D. 


Meyer, W.: Primary Cancer of the Lung. Arch. 
Surg., 1929, Xviii, 307. 

Kernan, J. D., and Cracovaner, A. J.: Carcinoma 
of the Lung. Arch. Surg., 1929, xviii, 315. 


MEYER is of the opinion that cancer of the lung 
is due, like other cancers, to chronic irritation. The 
irritation may be caused by the constant inhalation 
of smoke, dust, soot, ashes, or other impurities in 
the air. The more frequent incidence of cancer in 
the right lower lobe than in the left lower lobe is ex- 
plained by the fact that the right main bronchus is 
straighter and larger than the left main bronchus. 
The fact that from 85 to go per cent of cancers of 
the lung develop primarily in the larger bronchus 
and not in the parenchyma of the lung is probably 
explained by the very rich blood supply of the paren- 
chyma. 

Meyer emphasizes that for improvement of the 
results in pulmonary malignancy, early diagnosis 
and aggressive radical treatment of the cancer 
while it is still limited to the bronchus are essential. 

KERNAN and CRACOVANER report the case of a 
woman with complete atelectasis of the left lung 
due to blocking of the left main bronchus by a car- 
cinoma. The tumor was seemingly entirely removed 
by the use of radium seeds and the application of 
diathermy through the bronchoscope. In the period 
of a little over a year since the beginning of treat- 
ment the patient has been entirely relieved of her 
symptoms. 

This case is reported to emphasize the value of 
bronchoscopy in the diagnosis and treatment of 
tumors of the lung and the importance of investi- 
gating the cause of atelectasis by bronchoscopy. 

In the discussion, LEMON called attention to the 
fact that bronchostenosis is present in the majority 
of cases of bronchial tumor. 

BRUNN reported two cases in which the roentgen- 
ogram showed a tumor the size of an orange in the 
upper part of the chest. These cases resembled each 
other so closely that when the roentgenograms 
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were compared it was scarcely possible to distinguish 
one from the other, but at operation one tumor 
proved to be an osteochondroma arising from the 
intervertebral disks and the other a cyst arising 
from the posterior mediastinum. 

Raveu B. Betrman, M.D. 


HEART AND PERICARDIUM 


Cutler, E. C., and Beck, C. S.: The Present Status 
of the Surgical Procedures in Chronic Valvular 
Disease of the Heart: Final Report of All 
Surgical Cases. Arch. Surg., 1929, xviii, 493. 

Operation has been performed in twelve cases of 
chronic valvular disease of the heart. The authors 
review the ten cases recorded in the literature and 
report two in which they themselves performed the 
operation. The twelve cases include one case of 
aortic stenosis, one case of pulmonic stenosis, and 
ten cases of mitral stenosis. 

In the case of aortic stenosis, which was operated 
upon by Tuffier, a finger dilatation of the aortic ring 
was effected by invaginating the aortic wall into the 
stenotic ring. The patient recovered and showed 
improvement over several years of observation. 

In the case of congenital pulmonary stenosis with 
a patent interventricular septum a tenotome was 
inserted into the right ventricle in an attempt to 
divide the stenotic valve. Death occurred shortly 
after the operation. 

Of the ten patients with mitral stenosis, only one 
is living. The mortality in this group was therefore 
go per cent. In the eight fatal cases, death occurred 
so soon after the operation that the changes brought 
about in the mechanics of the circulation could not 
be adequately studied. 

In the case reported by Souttar, a finger dilatation 
of the mitral ring was performed. The finger was 
inserted into the mitral orifice through an opening 
made in the auricle. The patient is still living and 
shows improvement. 

In the case reported by Cutler and Levine, in 
which the mitral ring was incised with a tenotome 
inserted into the left auricle, the patient lived for 
four and one-half years after the operation and 
showed general improvement although there was 
no definite improvement in the circulation. 

The exposure of the heart is determined by the 
method of approach to the valve itself. If the 
mitral valve is approached through the ventricle, 
the midline sternotomy or large osteoplastic flap 
is necessary. If the valve is approached through 
the auricle, a less extensive exposure by resection of 
costal cartilages and the sternum may be adequate. 
The problem of locating the stenosed valve by either 
approach is discussed in detail. 

In the cases reviewed three methods were used in 
the attempt to enlarge the stenotic orifice, namely, 
finger dilatation, incision of the stenotic valve with a 
tenotome knife, and excision of a segment of the 
stenotic valve with the cardiovalvulotome designed 
by the authors. In one case in which death occurred 


during the operation the cardioscope was used. 
This gives only a very slight degree of visualization 
of the endocardium at the point of contact with 
the instrument. 

The authors believe that the gradual transfor- 
mation of a stenotic valve to a valve of the insufficient 
type is more successful than a sudden change 
produced by the removal of a piece of the valve. 
However this problem cannot be solved until it is 
possible to produce experimental stenoses similar to 
those occurring in man and then suddenly cause 
insufficiency. 

The article contains eight plates showing the mi- 
tral valve after the operation in the cases that came 
to autopsy. J. Epwin Kirkpatrick, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Friedenwald, J., Feldman, M., and Zinn, W. F.: 
Peptic Ulcer of the (sophagus. Am. J. M. 
Sc., 1929, clxxvii, 1. 

Peptic ulcers of the oesophagus closely resemble 
peptic ulcers of the stomach and duodenum. ‘They 
occur most frequently in the lower third of the oesoph- 
agus, but occasionally are formed higher up. Those 
situated near the cardia rarely extend downward into 
the stomach. The lesions vary from minute round or 
oval hemorrhagic areas to large irregular areas be- 
tween 8 and 10 cm. in length. They may be super- 
ficial or deep. As in ulcer of the stomach, there may 
be erosion of blood vessels with haemorrhage or per 
foration and the formation of adhesions to neighbor- 
ing organs. Although the ulcers are usually single, 
they may be multiple. Occasionally several ulcers 
coalesce to form large irregular lesions. The right 
posterolateral wall of the oesophagus is involved most 
frequently. With healing of the ulcers, cicatrices are 
produced which lead to stenosis. 

The etiology of peptic ulcer of the oesophagus is 
similar to that of ulcer of the stomach or duodenum. 

The most prominent symptoms are pain, dyspha 
gia, and vomiting. The diagnosis may be greatly 
aided by fluoroscopy and cesophagoscopy. 

Four types of defects have been noted on roentgen- 
ray examination: mucosal erosions and penetrating, 
spastic, and perforating defects. The penetrating de- 
fect is pathognomonic. Stricture is a complication 
seen after healing of the lesion. 

The treatment consists in the eradication of foci 
of infection, rest, regulation of the diet, and the ad- 
ministration of olive oil, alkalies, and belladonna 
supplemented at times by the direct application to 
the diseased area of various remedies such as silver 
nitrate. In obstinate cases, gastrostomy may be 
necessary. 

The authors report thirteen cases. Seven of the 
patients were males. The ages ranged from twenty- 
eight to sixty-eight years. In one case there were two 
ulcers. Nine of the ulcers were in the lower third of 
the oesophagus, one was in the middle third, and four 
were in the upper third. Dysphagia and substernal 
discomfort were present in all cases, and pain was 
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present in all but two. Pyrosis, vomiting, and regur- 
gitation occurred in six cases and hemorrhage in 
three. All cases showed cesophageal defects in the 
roentgen picture. The duration of the condition 
ranged from ten days to eight years. Eight of the 
patients were relieved by simple dietetic and medical 
management. In three cases relief resulted from 
dietary measures and the focal application of silver 
nitrate. One patient was not benefited, and one died 
of perforation followed by pneumonia. 
MANuEL E. Licutenstern, M.D. 


MISCELLANEOUS 


Graham, E. A.: The Significance of Changed Intra- 
thoracic Pressures. Arch. Surg., 1929, xviii, 181. 

Graham emphasizes that the principle of com- 
pressive or collapse therapy has been of the utmost 
value in properly selected cases of pulmonary tuber- 
culosis and pulmonary suppuration, but such treat- 
ment will be made entirely safe and satisfactory 
only when we have acquired a much greater knowl- 
edge of its effects on fundamental physiological 
processes. In the normal thorax any great increase 
of pressure in one pleural cavity results in pressure 
disturbances not only on the lung of the same side 
but also on the lung of the other side. 

Of the other effects of collapse therapy, some are 
beneficial and others are harmful. In experiments 
on animals, Sauerbruch found that an increased 
thoracic pressure caused by an open pneumothorax 
raised the venous pressure in the extremities, a re- 
sult which seemed to indicate that the flow of 
venous blood into the heart was impaired. 

At the Washington University Medical School, 
St. Louis, Allen is now engaged in an investigation 
of the resistance of the normal and diseased myo- 
cardium to changes in intrathoracic pressure. 
Graham has frequently noticed that patients who 
have been in bed for a long time are more likely to 
develop pulmonary oedema after thoracoplasty than 
patients whose myocardium has been maintained in 
a more robust condition by exercise. 

Thoracoplasty may markedly reduce the vital 
capacity, but this is not necessarily a serious matter 
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unless the patient develops pneumonia or cardiac 
decompensation. 

Our knowledge of the effect of increased intra- 
thoracic pressure on the pulmonary blood and 
lymph circulation is at best fragmentary. In experi- 
ments on dogs, Andrus found that after the ligation 
of the main bronchus of one lung a marked reduction 
in the amount of blood occurred in the atelectatic 
lung. The presence of the atelectasis seemed to be 
the decisive factor in the diminution of the blood 
supply. White and Gammon found experimentally 
that if fat is injected intravenously after the induc- 
tion of unilateral pneumothorax, all of it will go to 
the opposite lung. In experiments on rabbits and 
cats to determine the effect of increased intratho- 
racic pressure on the lymph flow, Singu noted that 
after the inhalation of soot the production of a uni- 
lateral pneumothorax greatly prolonged the time 
required for the elimination of the soot on that side 
as compared with the other side. He attributed this 
effect to a reduction of the lymph drainage caused 
by immobilization of the respiratory movement. 
Diminution of the thoracic lymph flow may at 
times be beneficial and at other times harmful. 
Nageli concluded that the improvement after thora- 
coplasty is due to a reduction of toxic absorption 
resulting from the reduction in the lymph flow. In 
experiments on animals, Bettman found that, in the 
presence of pneumothorax, the absorptive power of 
the pleura for India ink was reduced. 

Still more meager than our knowledge of the 
effects of compression therapy is our knowledge of 
the effects and potentialities of decompression ther- 
apy. However, the strikingly beneficial effects of 
the withdrawal of air or fluid from the pleural cavity 
in cases of tight pneumothorax or large accumula- 
tions of fluid suggest that in cases of severe dyspnova 
caused by extensive thoracic tumors a similar bene- 
ficial effect might be expected from decompression 
induced by the removal of several ribs or by longi- 
tudinal splitting of the sternum. It is probable also 
that in certain heart diseases benefit might be ex- 
pected from release of the pressure on the heart by 
cardiolysis or section of the ribs over the precordium. 

Ravpeu B. BetrMan, M.D. 
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GASTRO-INTESTINAL TRACT 
Galli, G., and Polacco, E.: Experimental Physio- 
pathology of the Stomach as Related to the 
Nervous System (Visiopatologia gastrica speri- 
mentale in rapporto coll’apparato nervoso). Arch. 
ital. di chir., 1928, xxii, 269. 

By operations on the intrinsic and extrinsic 
nervous system of the stomach combined with 
partial or total ligation of the arteries of the lesser 
curvature, the authors succeeded, in experiments on 
dogs, in changing the secretory and motor function 
of the stomach for a period of eight months and in 
bringing about characteristic anatomical lesions in a 
large percentage of the animals. 

The effects on the gastric chemism in the thirty- 
seven experiments may be divided into two groups. 
In the animals subjected to gastric denervation by 
Latarjet’s method and interruption of the vago- 
sympathetic as proposed by Schiassi for ulcer of the 
duodenum, there was a decrease in acidity and gas- 
tric secretion and also in the peptic power. In the 
animals in which section of the vagosympathetic was 
done as proposed by Schiassi for gastric ulcer and 
accompanied by denervation of the lesser curvature, 
there was an increase in acidity and peptic power. 
These findings show that the nerves of the greater 
curvature have an important effect on secretory 
function. ; 

Roentgen examination more than chemical ex- 
amination showed the effects of the operations on 
the motor function of the stomach, that is, the 
changes in tonus and peristalsis and emptying time 
of the stomach. In all of the experiments, gastric 
tonus was most affected; it showed hypotonia 
gradually increasing to atony with great retardation 
in the emptying time to as long as three times the 
normal. Peristalsis was also affected; there was a 
late decrease in peristalsis, sometimes to a great de- 
gree, with few and shallow peristaltic waves. ‘The 
marked retardation of emptying was an important 
factor. Peristalsis was good at first, but tonus was 
defective from the beginning. The changes seen in 
the roentgen picture in the cases of animals subjected 
to Latarjet’s operation indicate that intramural 
innervation is not capable of keeping up the normal 
motor function of the stomach, contrary to the con- 
clusions reached by some investigators. 

In the cases of three dogs, the roentgen demon- 
stration of gastric ulcer near the pylorus was con- 
firmed at necropsy. Gastric ulcer was produced in 
six of the dogs, 25 per cent of those that lived more 
than thirty days. The ulcers were seen only in those 
subjected to total or subtotal denervation with the 
addition of Schiassi’s operation for gastric ulcer. No 
ulcers were found in the animals subjected to 
Schiassi’s operation for duodenal ulcer. 


The experiments show the importance of stomach 
innervation in the production of experimental ulcer, 
particularly when there are other accompanying 
factors. They demonstrate also that a certain degree 
of caution is necessary in operating on the nerves of 
the stomach for therapeutic purposes. 

Aubrey G. Morcan, M.D. 


Radice, L.: The Physiopathology of the Gastric 
Secretion in a Small Stomach without a Pedicle 
(Contributo allo studio della fisiopatologia della 
secrezione gastrica con “piccolo stomaco senza 
peduncolo”’). Ann. ital. di chir., 1928, vii, 867. 

The author criticizes the method by which Pawlow 
and Orbeli form a small stomach and study its secre- 
tion as he believes that their technique may not 
section all of the nerve tracts. In his own experi- 
ments a tubular diverticulum was first formed in the 
stomach wall and left attached by its base, and in a 
second operation, performed from fifteen to twenty 
days later, the diverticulum was detached from the 
stomach, its base incised, and a fistula formed from 
it through the skin. In the interval between the two 
operations the diverticulum had formed adhesions 
to the omentum so that its nutrition was ensured 
after its detachment. 

Three of the six animals died from retraction of 
the diverticulum followed by necrosis of its end and 
peritonitis. ‘The others were given various kinds of 
nutritious food such as milk, bread, meat, and 
potatoes. The secretion of the small stomach was 
then studied. In one set of experiments the food was 
given by mouth and in another by rectum, but in 
neither group was there any specific secretion from 
the small stomach. The author therefore concludes 
that if the nerve supply of the small stomach is com- 
pletely interrupted, the stomach does not have a 
specific secretion. He intends to make further ex- 
periments in which foods and stimulating drugs such 
as pilocarpin will be introduced directly into the small 
stomach to determine whether they will stimulate 
specific secretion. Auprey G. Morean, M.D. 


David, V.: The Etiology of Ulcer of the Greater 
Curvature (Aetiologie des Ulcus der Grossen Kur- 
vatur). Acta chirurg. Scand., 1928, \xiv, 329. 


The author describes two ulcers of the greater cur- 
vature of the stomach. 

The first was an elliptical ulcer which developed in 
the deepest point of the prepyloric part on the basis 
of necrosis caused by 50 per cent chloride of zinc. The 
presence of cancer was suggested by total anacidity 
and the findings of roentgen-ray examination. The 
roentgen signs may be explained only by a circular 
spasm of the prepyloric part. Resection by the Bill- 
roth I method was following by primary healing. ‘The 
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histological appearance of the lesion was that of a 
chronic peptic ulcer with intense inflammatory infil- 
tration extending into the muscularis and subserosa. 

The second ulcer closely resembled macroscopically 
a simple peptic ulcer, but histological examination 
revealed aleukamic lymphadenosis. A Billroth II 
operation was followed by healing. 

In 200 cases of gastroduodenal ulcer treated in the 
second surgical clinic of Charles University in Prague 
this rare localization was found only twice and in 
neither of the cases was there a true peptic ulcer. 

In a review of the literature on ulcer of the greater 
curvature since the Finsterer and Glaessner report 
in 1914, the author found twenty-four cases. In 
41.66 per cent, the lesion was proved histologically 
to be a true peptic ulcer. In 33.33 per cent it had a 
specific cause such as cancer, tuberculosis, or aleu- 
kamic lymphadenosis. Twenty-five per cent of the 
ulcers were not examined histologically. 


Wilkie, D. P. D.: Gastro-Enterostomy. 
Gynec. & Obst., 1928, xlviii, 79. 


Surg., 


By some surgeons, gastro-enterostomy has been 
abandoned as a treatment for gastroduodenal ulcera- 
tion. By others, it has been misused for the relief of 
gastric disturbances not associated with an organic 
lesion of the stomach or duodenum. However, if we 
consider the many tens of thousands of persons who 
date their restoration to health from the time they 
were subjected to a gastro-enterostomy we must 
recognize that this operation had a large field of use- 
fulness and will have a permanent place in surgery. 

The most effective surgical treatment for ulcer of 
long-standing which has led to stenosis of the first 
part of the duodenum and dilatation of the stomach 
is gastrojejunostomy. This operation is uniformly 
successful also as a supplement to the closure of a 
perforated chronic duodenal ulcer, and in the ma- 
jority of cases in which it is used as a supplement to 
excision or cauterization of the ulcer it gives good 
results. 

In the author’s cases, gastrojejunostomy is pre- 
ceded by the elimination of foci of infection in the 
teeth. It is performed under general anesthesia sup- 
plemented by the local infiltration of '% per cent 
novocain. The incision used is a vertical incision 
through the median third of the right rectus muscle 
or, in the cases of visceroptotic and elderly patients, 
a mid-epigastric incision supplemented by incisions 
in the anterior layers of both rectus sheaths. 

The author believes that gastroduodenal ulcera- 
tions and infections of the gall bladder and appendix 
are due to intramural streptococci. He therefore deals 
as effectively as he is able with all foci of infection. 

The gastro-enterostomy of choice is the posterior 
gastro-enterostomy when it is possible. The most 
important single factor upon which the success of the 
operation depends is the site of the stoma. ‘The 
stoma should be placed on that part of the posterior 
wall of the empty stomach which is directly opposite 
the beginning of the first coil of jejunum. The open- 
ings in the mesocolon must be adequate even if it is 
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necessary to sever the summit of the vascular arcade. 
The stoma should be made in a vertical direction 
across the long axis of the stomach. As a rule the 
author makes the anastomosis with clamps, but in 
the cases of elderly patients and in difficult cases it 
is often best to dispense with clamps. In Wilkie’s 
cases three layers of tanned No. oo catgut are in- 
serted so as to control hemorrhage but lightly 
enough to avoid devitalizing the tissues. The edges 
of the opening in the transverse mesocolon are tied 
to the stomach wall 34 in. from the site of the anas- 
tomosis. The anterior duodenal ulcer is invaginated 
by a Lembert suture of catgut. This invagination 
favors healing of the ulcer by creating a temporary 
obstruction of the duodenal passageway. 

When a midline incision has been used the abdo- 
men is closed so that the mesial cut ends of the ante- 
rior rectus sheaths overlap the suture line of the 
linea alba. The rectus muscle then bulges on each 
side of the closure line when the patient strains, 
thereby relieving the suture line of stress. Four 
figure-of-eight silkworm sutures are taken through 
the skin and the sutured linea alba and tied over a 
bolster. 

In the after-care nothing is allowed by mouth for 
twenty-four hours, and for eight days the patient is 
kept on fluids and given an alkaline mixture. When 
there is heartburn or other evidence of hyperacidity, 
intensive treatment with alkalies and atropine is 
given for the first few weeks. 

STANLEY H. Mentzer, M.D. 


Bastianelli, P.: The Results of Resection of the 
Stomach for Gastric and Duodenal Ulcer 
(I risultati della resezione di stomaco per ulcera 
gastrica e duodenale). Arch. ital. de chir., 1928, 
EX, 127. 

The author reviews 75 cases of resection of varying 
degree for active round ulcer of the stomach, includ- 
ing excision of the lesion, segmental resection, and 
more or less extensive subtotal resection of the 
stomach. In this series there were 2 deaths. In the 
period from 1909 to 1918, Bastianelli used the 
Murphy button, but since 1918 he has preferred 
direct suture. 

Stomach ulcers are generally considered to be in- 
fected, and the danger of the infection is believed to 
be greater the less extensive the resection. Pauchet 
advises extensive resection, but in the cases in which 
the author has done a circumscribed resection, in- 
fection has never developed. Bastianelli has per- 
formed extensive resections only for the purpose of 
removing a large acid-secreting surface. In none of 
his cases has a recurrence developed, and in all of 
them the symptoms have been cured. Bastianelli 
states that gastrojejunostomy is an irrational and 
unphysiological operation. Roentgen examinations 
have shown that it does not hasten the emptying of 
the stomach, does not increase acidity, and does not 
free the gastric mucosa from prolonged contact with 
the stomach contents which are almost always hyper- 
acid. Therefore the ulcer does not heal, the pain 
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persists, and there is danger of hamorrhage, per- 
foration, and degeneration. 

Bastianelli has treated 17 cases of ulcer of the 
duodenum by duodenopylorogastrectomy and 45 
cases of benign disease of the stomach, including 
pyloritis, very severe hyperchlorhydria with spasm 
of the pylorus, and ptosis of the third degree, by 
resection. In neither of these series of cases were 
there any deaths. Therefore he has performed a 
total of 137 operations for gastric and duodenal 
lesions with only 2 deaths, a mortality of 1.46 per 
cent. He thinks that the high mortality in resection 
of the stomach for malignant disease is due to the 
malignancy rather than the operation. 

Auprey G. Morcan, M.D. 


Miller, C. J.: A Study of 343 Surgical Cases of 
Intestinal Obstruction. Ann. Surg., 1929, |xxxix, 
gl. 

The mortality of acute complete intestinal ob- 
struction ranges from 55 to 65 per cent. In 343 cases 
treated surgically during the last five years at the 
Charity Hospital and Touro Infirmary, New 
Orleans, including all instances of complete obstruc- 
tion with the single exception of postoperative ileus 
(non-mechanical obstruction), there were 209 deaths, 
a gross mortality of 60.9 per cent. The unrevised 
figures from the two hospitals, which include all 
cases diagnosed as intestinal obstruction regardless 
of their degree or type, show the mortality in each 
institution to have been slightly less than 40 per 
cent whereas the revised figures show that the mor- 
tality at the Charity Hospital was 65 per cent and the 
mortality at the Touro Infirmary was 50.5 per cent. 

Delay in surgical intervention reduces the chances 
of recovery, the mortality rising approximately 1 
per cent for each hour. Moynihan says that any 
mortality over 1o per cent should be regarded as 
the “mortality of delay.” 

The alternatives are death or surgery, and it is 
estimated that about 20 per cent of cases are oper- 
ated upon with no more than a 1 or 2 per cent chance 
for recovery. 

The responsibility for delay may be with the 
patient, the physician, or the surgeon. The patient 
frequently treats himself for one or several days. 
Some patients are opposed to surgery, preferring to 
trust themselves to the non-existent chances of re- 
covery under medical treatment. Too frequently 
the physician is responsible for the delay, giving 
cathartics and enemata and making laboratory 
tests. Taylor speaks of the ‘inexcusable ignorance 
_or carelessness of general practitioners who see these 
cases early and treat them medically, thereby laying 
themselves open to actions at law for malpractice if 
not for manslaughter.” 

In 28 of the 32 cases reviewed in which operation 
was done after a delay in the hospital of from twelve 
hours to five days, the surgeon was responsible for 
the delay, and in this group there were 22 deaths. 

Operation for intestinal obstruction involves not 
only relief of the obstruction, but also management 


of the damaged bowel and combating of toxamia. 
It is only in the early stages that simple relief of the 
obstruction is sufficient. The sequela, impairment 
of the circulation, damage to the bowel wall with 
ultimate gangrene, and the production of toxins, are 
more important than the mechanical obstruction 
itself. In the late stages, relief of the obstruction 
may be dangerous in permitting the release of toxic 
substances into the intact bowel or the return of 
circulation to a necrotic loop. Paralysis may persist 
after the relief of the mechanical obstruction. 
Toxemia may be fatal in spite of drainage. Even 
when the patient is seen early, while still in ap- 
parently good condition, the toxins may have been 
produced in fatal quantities. 

The clinical aspect is the essential one, yet the 
classical symptoms may be absent in the operable 
stage. A carefully taken history frequently elicits 
premonitory symptoms, and Moynihan states that 
most abdominal catastrophes mark an abrupt tran- 
sition from the quiescent to the acute stage in a dis- 
order of long standing. 

Of the patients whose cases are reviewed by the 
author, 24.2 per cent had been operated upon 
most of them for a pelvic condition or appendicitis. 
The corresponding percentage in Finney’s series of 
cases was 40. In 14 of the cases reviewed by Miller 
the operation had been done within the preceding 
three weeks. 

The earliest symptom of acute intestinal obstruc- 
tion is pain. This is usually sudden and acute, at 
first colicky and intermittent and finally continuous. 
When the mesentery is involved it is continuous 
from the beginning. It originates about the umbili- 
cus or in the epigastrium and later involves the 
entire abdomen. It is present in about 75 per cent 
of the cases. 

Vomiting also occurs in about 75 per cent of the 
cases. Its character depends upon the site of the 
obstruction. The development of true faecal vomit- 
ing has been characterized by Handley as not a 
symptom of disease but a sign of impending death. 
In some cases its appearance is prevented by the 
presence of the obstruction in the small bowel. 

Absolute constipation is pathognomonic when 
present, but is found in only about half of the cases. 
In intussusception and mesenteric thrombosis, the 
frequent passage of thin, watery, blood-stained stools 
is more usual than obstipation. Obstruction in the 
right half of the colon is manifested by obstipation 
and obstruction in the left half by diarrhoea. The 
higher the obstruction the longer the time necessary 
to demonstrate it. 

Distention is present in only from one-third to one- 
half of the cases. It tends to be late in acute cases 
and is always late when the upper small intestine is 
involved. 

Tenderness usually develops only after distention 
has occurred. Rigidity is found with localized peri- 
tonitis, but is not constant. Its absence differenti- 
ates intestinal obstruction from inflammatory condi- 
tions. Visible peristalsis is pathognomonic but rare. 
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Of the cases reviewed by the author, none pre- 
sented the full classical syndrome. 

Shock is marked in certain types of obstruction. 
It is always present in the early stages when the 
circulation is affected, in the late stages with 
toxemia, and when there is extreme distention. 
The toxemia of intestinal obstruction is almost 
universally believed to be allied to surgical shock. 

As intestinal obstruction is not primarily inflam- 
matory, elevations of the temperature are not usual 
in the early stages. Subnormal temperatures are 
frequent. In approximately 71 per cent of the fatal 
cases reviewed, the temperature was below normal 
or over 100 degrees F. 

Elevation of the pulse rate with a subnormal or 
normal temperature is.a valuable aid in the diag- 
nosis. In the cases reviewed, 70 per cent of the pa- 
tients with a rate over 100 died and their deaths 
constituted 50.2 per cent of the total mortality. 

Practically all white cell counts over 12,000 were 
in the cases of strangulated or circulatory obstruc- 
tions. The chief chemical changes were a fall in the 
blood chlorides and a rise in the carbon-dioxide 
combining power of the blood. There is a constant 
rise in the non-protein nitrogen of the blood which, 
when the patient is moribund, may lead to a mis- 
taken diagnosis of uramia. 

In the diagnosis, a carefully taken history is of 
chief importance. The symptoms and their relation 
to each other should be thoroughly investigated and 
special attention paid to the character of the pain, 
which is the chief diagnostic sign. Moynihan says 
that any acute abdominal pain not promptly re- 
lieved by a small dose of morphine indicates oper- 
ation, and other surgeons maintain that any ab- 
dominal pain in a previously well person which lasts 
more than six hours justifies surgical exploration. 
Subsidence of the pain may be misleading as it 
may be due to the development of gangrene. 

The physical examination should include auscul- 
tation of the abdomen and digital rectal examination. 
In the late stages, auscultation reveals absence of all 
sounds except pulsation of the aorta. Digital rectal 
examination may disclose an empty rectum with the 
walls crowding around the finger and above, a sen- 
sation of tremendous intra-abdominal pressure. 
Enemata will demonstrate obstipation only when 
the obstruction is in the lower bowel. 

Laboratory procedures are of little help, but 
urinalysis should be a routine procedure. A blood 
count is seldom of any particular value, and de- 
terminations of the blood chemistry are of no aid. 
X-ray examination with barium is contra-indicated 
when obstruction is suspected. 

Operation is justified when there is a reasonable 
suspicion of intestinal obstruction. Practically all 
conditions with which it may be confused are 
amenable only to surgical treatment. When cardiac, 
pulmonary, and renal disease are eliminated, ex- 
ploration is less harmful than delay. 

The most frequent causes of intestinal obstruction 
in adults are hernia and malignancy. The most 
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common cause in children is intussusception. The 
small intestine is involved more frequently than the 
large intestine. 

The higher the obstruction the more quickly the 
symptoms develop, the more rapidly the toxin is 
formed, the more serious the outlook, and the 
greater the necessity for prompt surgical interven- 
tion. In obstruction of the colon, the formation of 
the fatal toxin is slower, but the prognosis is not 
correspondingly more favorable because in the ma- 
jority of cases the condition is due to malignancy. 

The author compares the mortality of the various 
types of pathological lesions in the cases reviewed 
with the mortalities reported by Souttar and 
Tuttle. 

The mortality is directly related to the duration 
of the illness. In the cases reviewed the mortality 
for the first twelve hours (29.4 per cent) was higher 
than the corresponding mortality reported by 
Bowers (13 per cent), Tuttle (4 per cent), and Finney 
(5 per cent). Miller attributes the difference to the 
fact that many of the patients whose cases he re- 
views were ignorant and in such cases it is difficult 
to determine the duration of the condition exactly. 
He states that the mortality after the third day is 
generally agreed to be not less than from 50 to 60 
per cent. 

The type of operation performed must depend 
upon the patient’s condition. Taylor’s grouping of 
cases based upon the patient’s condition is recom- 
mended. In cases of the first group the patient is 
seen early while in good condition and simple relief 
with routine care is sufficient. In cases of the second 
group the condition is still fairly good, but drainage 
of the bowel is indicated for toxemia, either present 
or impending. In cases of the third group the 
patient is seen late,-his condition is poor, toxemia 
is as important as the primary obstruction, and only 
drainage by jejunostomy is warranted. 

In the cases reviewed, resection of the bowel, even 
with the added danger of anastomosis, had a mor- 
tality of 73.8 per cent whereas the mortality of 
apparently conservative treatment of gangrenous or 
merely suspicious areas of the wall by invagination 
or plication was 97.5 per cent. Simple herniotomy 
had a mortality of 57.7 per cent, due undoubtedly to 
unsuspected damage to the wall. 

The success of any procedure is based upon its 
relation to the pathological lesion and the condition 
of the patient. The experienced surgeon is content 
if he saves life, even if he does not complete his 
surgery. 

A gangrenous bowel should never be left in the 
abdomen whether it is drained or not. The short- 
circuiting operation of Handley is valuable, but is 
limited in its application. Enterostomy is indicated 
whenever toxamia is a factor. The loss of digestive 
fluids is decreased by the Witzel technique, which 
also provides against the development of a fistula. 
In malignancy of the large bowel, cacostomy should 
be a routine procedure. The two-stage operation is 
generally preferable in this condition, but immediate 
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anastomosis is almost essential when the small in- 
testine is so involved as to require resection. Wilkie’s 
method, in which the fluid from an upper enteros- 
tomy is allowed to return through a lower enter- 
ostomy, has considerable to recommend it. 

‘The success of surgery in intestinal obstruction is 
based, not upon the procedure adopted, providing 
it stops the formation and absorption of the toxin, 
relieves the distention, and establishes the facal 
flow, but upon the adaptation of that procedure to 
the conditions present in the particular case. 

As intussusception and volvulus are prone to 
recur, the faulty anatomy should be corrected if 
the condition of the patient permits. 

It is almost universally believed that because of 
the state of shock, the blood changes, the inhibition 
of peristalsis, and the possibility of postoperative 
vomiting which are associated with the condition, 
spinal and local analgesia are preferable to general 
anwsthesia, and especially to ether anaesthesia, for 
operation in intestinal obstruction. The author 
doubts the wisdom of a general application of this 
reasoning. In the cases reviewed, the mortality of 
operations performed under local analgesia was 20 
per cent higher, and the mortality of those performed 
under spinal analgesia was to per cent higher than 
the total mortality. Although ether was employed 
most frequently, the mortality in cases in which 
local analgesia was induced was 30 per cent higher, 
and the mortality in cases in which spinal analgesia 
was induced was 20 per cent higher than the mor- 
tality in cases operated upon under general anies- 
thesia. Moreover, the hospital using general 
anwsthesia in only 45 per cent of the cases had a 
mortality 15 per cent higher than the hospital using 
general anwsthesia in gt per cent of the cases, and 
the surgeon using general anaesthesia most frequently 
had the lowest mortality. The duration of the oper- 
ation averaged twenty-eight minutes more in the 
cases in which local analgesia was used and twenty- 
seven minutes more in those in which spinal anal- 
gesia was used than in those in which general 
anesthesia was employed. Prolongation of the 
procedure and the excessive manipulations under 
spinal and local analgesia are of necessity deleterious 
when speed and gentleness are essential. Moreover, 
neither local nor spinal analgesia prolongs life. 

However serious the patient’s condition, gastric 
lavage and the administration of normal salt solu- 
tion by hypodermoclysis or infusion are essential. 
After operation, the treatment should be based upon 
the requirements of the particular case. Continued 
gastric lavage is important. Chemical examination 
of the blood is essential as an index to the use of salt 
solution or glucose and insulin. 

The work of Hermann at the Mayo Clinic in re- 
gard to prophylactic immunization presents a strong 
argument for the two-stage resection as it seems to 
prove that the higher resistance of the patient at 
the second operation is due to the production of an 
active local peritoneal immunity from the soiling of 
the first operation. 
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Williams’ use of anti-gas serum is based on the 
theory that the toxemia is due to the bacillus 
welchii and seems to have possibilities. 

Intestinal obstruction seems to be slightly more 
common in the colored race than in the white race, 
and more common in males than in females. 

In the cases reviewed, the ages ranged from thir- 
teen days to ninety-two years, but nearly half of the 
patients were between twenty and fifty years old. 
Thirty-two and four-tenths per cent were over fifty 
years of age. 

In 16 cases treated medically, the hospital mor- 
tality was 87.5 per cent. The removal of 2 patients 
from the hospital when they were nearly moribund 
explains why the mortality was not 100 per cent. 

In conclusion the author emphasizes that prompt 
operation offers the only means by which the mor- 
tality of intestinal obstruction can be brought within 
reasonable limits. I. S. Pratt, M.D. 


Smithies, F., Weissman, M., and Fremmel, F.: 
Tuberculous Enterocolitis. J. Am. M. Ass., 1928, 
xCi, 1952. 

This article is based on eighty cases of dyspepsia 
due to secondary involvement of the intestines by 
tuberculosis. Forty-four of the patients were males. 
The average age of the patients was thirty-two years, 
and the average duration of the primary tubercu- 
losis of the lungs was two and six-tenths years. At 
the time of observation, tubercle bacilli were found 
in the sputum in forty-nine cases. 

Intra-abdominal tuberculosis rarely occurs pri- 
marily in the stomach or the proximal two-thirds of 
the small bowel, but in 95 per cent of the cases it in- 
vades the terminal ileum, the cecum, the appendix, 
the ascending colon, or the rectosigmoid. In these 
portions of the bowel there is a physiological de- 
crease in the rate of flow of the intestinal contents. 
In enterocolonic tuberculosis, whether acute or 
chronic, there is interference with the normal neuro- 
muscular mechanism. 

Experience has shown that in approximately 60 
per cent of the cases tuberculous enterocolitis begins 
as a relatively well-localized lesion. Frequently its 
early localization is in the appendix or cecum. In 
the female there may be a peritoneal extension of 
tuberculosis in the fallopian tube or ovary. There is 
evidence that at times the intestines become infected 
by way of the blood stream. In such cases the lesions 
are apt to be multiple and diffuse, involving both the 
ileum and the colon. In other cases the infection is 
carried by the lymph stream and the most marked 
changes occur in the terminal ileum. 

The authors divide cases of tuberculous entero- 
colitis into the following three groups: 

Group. 1. Those in which there is a mildly active 
or quiescent pulmonary tuberculosis accompanied 
by dyspeptic disturbances and abdominal examina- 
tion does not reveal any striking physical anomalies. 

Group 2. Those in which there is an active or 
quiescent pulmonary tuberculosis associated with 
digestive disturbances of varying duration and 











a aS eS eae aS See 








SURGERY OF THE ABDOMEN 531 


abdominal examination reveals mild and often lo- 
calized physical anomalies. 

Group 3. Those in which the pulmonary tubercu- 
losis is commonly active but occasionally quiescent 
and accompanied by pronounced digestive disturb- 
ances which are usually constant and abdominal 
examination reveals advanced physical anomalies. 

Of the cases reviewed, seven belonged to Group 1, 
forty-one to Group 2, and thirty-two to Group 3. 

In cases of Group 1 the roentgen evidence is what 
is usually regarded as inferential. Deforming lesions 
are difficult to demonstrate. In cases of Groups 2 
and 3, the roentgen studies almost uniformly reveal 
evidence of gross lesions seriously altering the shape 
of the terminal ileum and the colon. 

For cases in Group 1 in which the pulmonary 
lesions are not extensive and the bowel involvement 
is localized, the authors advocate early exploratory 
laparotomy with removal of the localized disease 
whenever possible. Tuberculosis of the appendix 
and fallopian tubes should be dealt with by excision. 
In cases in Group 2, surgical exploration should be 
done only when the pulmonary lesion is not extensive 
or actively progressive and the bowel disturbance is 
limited. In cases in Group 3, surgical measures are 
contra-indicated. 

The diet given to patients with tuberculous en- 
terocolitis should be such that little residue remains 
after digestive absorption. Milk should be boiled or 
citrated. When there is fever, fluids should be 
pushed. The fattening process common in the die- 
tetic management of tuberculosis does more harm 
than good. Heliotherapy seems to relieve the pain 
and increase the general comfort, but there is con- 
siderable doubt as to whether it has a healing influ- 
ence on intestinal lesions. The bowel pains, con- 
stipation, and other symptoms of early enterocolitis 
may be relieved by the free use of liquid petrolatum. 
This protects the ulcerated mucosa against the 
trauma of the intestinal contents. In severe cases 
the use of opium, bismuth, or morphine is often 
necessary, Joun W. Nuzum, M.D. 


Hellstrém, J.: Choleic Acid Enteroliths (Zur 
Kenntnis der Choleinsaeureenterolithen). Acta chi- 
rurg. Scand., 1928, lxiv, 79. 

The author adds two cases of his own to the five 
cases of choleic acid enteroliths previously on rec- 
ord and reports the clinical histories and the results 
of chemical analysis of the stones in the seven cases. 

Although choleic acid stones are made up chiefly 
of a biliary acid, they are formed in the intestine 
instead of the gall bladder. This was proved by 
the fact that the gall bladder was found normal in 
the two cases reviewed in which it was examined; 
by the presence of vegetable residue in the stones of 
two cases; and by the presence of large numbers of 
bacteria in the stones in five cases. 

The stones seem to be formed as the result of a 
marked increase of choleic acid in the intestine, con- 
ceivably due to an abnormally rich excretion of 
sodium glycocholate with the bile, or as the result 


of the union of deoxycholeic acid and higher free 
fatty acids in the gut itself. 

The production and growth of choleic acid entero- 
liths seems to be favored by abnormal disintegrating 
processes due to bacteria as well as by mechanical 
factors such as strictures in the small intestines. 

All of the cases on record were those of women. 
The youngest subject was thirty-one years of age 
and the oldest seventy-five. 

At operation, the stones were found in different 
parts of the small intestine between the duodeno- 
jejunal flexure and the ileocecal valve. In three 
cases they were associated with a tuberculous stric- 
ture. Their weight varied from 2 to 45 gm. The 
content of choleic acid was usually 75 per cent. In 
one case, multiple concretions were found. In 
another, a recurrence developed six years after the 
operation. 

There is no feature by which choleic acid entero- 
liths can be differentiated before operation from gall 
stones which have escaped into the intestine or 
ordinary intestinal concretions. Their nature can 
be determined only by direct inspection and chemi- 
cal analysis. 

Choleic acid enteroliths are dangerous and should 
be removed by operation. No instance of their 
spontaneous discharge, except partially by vomiting, 
has been recorded. 

In the three cases reviewed in which the stone 
was associated with a tuberculous stricture, intes- 
tinal resection was done with a good result. In the 
others, the stones were removed by enterolithotomy, 
but two of the patients died. 


Stone, H. B.: Chronic Ulcerative Colitis. Pennsyl- 
vania M. J., 1929, Xxxii, 211. 


Chronic ulcerative colitis is a condition of un- 
proved etiology which presents a varied clinical pic- 
ture. It is resistant to treatment, tends to recur, 
causes grave disability, and has a considerable mor- 
tality. Treatment is in general unsatisfactory. Three 
classes of cases may require surgical measures: (1) 
the relatively mild group that fail to improve in spite 
of medical methods and result in chronic invalidism; 
(2) the persistently recurrent cases; and (3) the ful- 
minant cases with great loss of weight, marked 
anemia, and asthenia. In these three types of the 
disease, operation should be performed before the 
general condition becomes critical and before sys- 
temic infection develops. In general, the operation 
of choice is ileostomy, but under special conditions 
other surgical procedures may be preferable. 

MANUEL FE. LicuTenstetn, M.D. 


Meisen, V.: The Injection Treatment of Hzmor- 
rhoids. Acta chirurg. Scand., 1928, \xiv, 311. 
Having treated 1,700 cases of varices by injection 
the author first reviews his impressions of this treat 
ment which were published in the Acta chirurgica 
Scandinavica three years ago. He states that in 
Denmark the injection treatment is now generally ° 
preferred to operative treatment for varices. The 
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last advance is the use of a 50 per cent solution of 
glucose for the injection of small thin-walled varices, 
this agent being painless and producing no necrosis. 

In the treatment of hemorrhoids, the injection 
method has been used by the author with good re- 
sults in 100 cases. In one case, however, an abscess 
and anal fistula developed as the result of necrosis 
three months after the injection of an internal 
hemorrhoid. The indications for the injection 
treatment of hamorrhoids are the same as those for 
surgical treatment. The injections should be limited 
to chronic cases. As a rule it is only the internal 
hemorrhoids that cause symptoms. During the 
treatment, proctoscopy with Bgrner’s rectoscope is 
necessary. 

The hemorrhoids are brought down outside of the 
anus by means of suction with Bier’s cup or by 
making the patient to bear down against the explor- 
ing finger. An injection of about 1 c. cm. of novo- 
caine is then given and followed by 1 c. cm., at the 
most, of a solution containing quinine chloride 0.50, 
ethylurethan 0.25, and distilled water to make 2¢.cm. 
It must be borne in mind that the hemorrhoid may 
consist of a plexus of dilated veins or a simple 
varix. 

Meisen believes that the injection method should 
take the place of surgery in the treatment of haemor- 
rhoids because it is painless, does not confine the 
patient to bed, and does not require an anesthetic. 
He calls attention to the importance of discovering 
an agent which will exert an effect on an aseptic 
thrombus without causing necrosis and suggests 
that glucose might be such an agent. | 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Lindquist, S.: Four Cases of Abscess of the Liver 
Following Appendicitis (Quatre cas d’abcés du 
foie consécutifs 4 Vappendicite). Acta chirurg. Scand., 
1928, Ixiv, 253. 

The author reports four cases of abscess of the 
liver following acute gangrenous appendicitis with 
purulent peritonitis. In all of them there was an 
irregular (septic) fever, and in Cases 1, 3, and 4 this 
was the the only significant symptom during the 
greater part of the period of development of the con- 
dition. In no case was there any enlargement of the 
liver. In Cases 1, 2, and 3 there was no pain at all, 
and in Case 4 there was only slight pain on pressure. 

In Case 1, in which the appendectomy was done 
the second day after the beginning of the appendici- 
tis, the abscess probably developed from a retrocecal 
infection about the thirteenth day after the opera- 
tion. The patient died on the twenty-fourth day. 
Autopsy showed a solitary abscess in the center of 
the right lobe of the liver. 

In Case 2, the appendicitis began with very severe 
symptoms—chills, icterus, the appearance of blood 
in the urine, and marked deterioration of the general 
condition. Autopsy revealed multiple abscesses in 
the liver. 


Case 3 showed no symptoms except a septic tem- 
perature until the twenty-seventh day after the oper- 
ation, when X-ray examination revealed elevation of 
the diaphragm on the right side. At laparotomy, a 
large abscess surrounded by small abscesses was 
found in the center of the right lobe of the liver. The 
patient died about fourteen days after the calculated 
day of the origin of the liver abscess and two days 
after the last operation. The origin of the abscess 

yas probably a thrombophlebitis of the omental vein 
extending toward the portal vein. 

Case 4 showed only a septic temperature until the 
thirty-fourth day after the appendectomy, when the 
patient complained of slight pain opposite the ninth 
and tenth ribs and at this spot a slightly diminished 
resonance was noted. Puncture evacuated pus. Op- 
eration with resection of the tenth rib and the aspira- 
tion of about 40 c. cm. of pus was followed by re- 
covery. 


Cicconardi, G.: Multiple Miliary Abscesses of the 
Liver; Laparotomy and Vaccine Therapy; 
Recovery (Ascessi migliari multipli del fegato; 
laparotomia e vaccinoterapia; guarigione). Ann. 
ital. di chir., 1928, vii, 936. 

The patient whose case is reported was a man 
forty-seven years of age with no history of special 
importance except that he had had malaria when 
young. His present illness began in September, 1926, 
with digestive disturbances and fever. The fever 
was at first slight, but increased to 40 degrees F. and 
became continuous. The patient then had frequent 
chills and attacks of sweating in the morning. After 
about a month he began to have pain in the right 
hypochondrium and epigastrium, but this lasted for 
only a few days and passed off slowly. There was no 
change in the faces. The urine was highly colored 
and showed bile pigments. 

Injections of emetin and urotropin were without 
effect, but after anti-pyogenic vaccine treatment the 
patient was discharged well in three months. He re- 
mained well for about six months, but in May, 1927, 
he began to have high fever associated with intense 
pain in the right hypochondrium and vomiting. 

At operation, performed on May 29, 1927, the 
spleen and liver were found enlarged and the whole 
surface of the liver covered with innumerable small 
yellowish-white spots. Exploratory puncture did 
not show any large abscess, and examination of the 
bile ducts was negative. As nothing could be done, 
the abdomen was closed. Recovery was uneventful. 

A few days after the operation, vaccine treatment 
was begun again, anti-colon bacillus and polyvalent 
anti-staphylococcus vaccines being given on alter- 
nate days. The dosage was at first 50 million bac- 
teria and was increased to 3 billion. In addition, 
intravenous injections of 5 c.cm. of 5 per cent 
urotropin were given. The general condition im- 
proved rapidly, and the patient was discharged well 
on July 14, 1927. Fourteen months after the opera- 
tion he was still in excellent health with no fever, 
digestive disturbances, pain, or vomiting. The 
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spleen was still enlarged, but the liver had returned 
to its normal size. 

The lesions in this case could not have been 
amoebic abscesses as in amoebiasis the abscess is 
generally solitary, the patient had never suffered 
from dysentery, and treatment with emetin was 
ineffective. The route of the infection must have 
been a retrograde route from the duodenum. Ex- 
cellent recovery resulted from a diet which spared 
the liver, the intravenous injection of urotropin, hy- 
podermoclysis, vaccine treatment, and exploratory 
operation. Auprey G. Morean, M.D. 


Robbiani, A.: The Late Results of Cholecystectomy 
for Calculous Cholecystitis (studio del post- 
operatorio alejado. de los colecistectomizados por 
colecistitis calculosa). Bol. inst. de clin. quir., 1928, 
iv, 85. 

Robbiani reports in detail 20 cases of calculous 
cholecystitis treated by cholecystectomy. The re- 
sults show that cholecystectomy is an extremely 
valuable operation. Fifty per cent of the patients 
were completely cured and 45 per cent were greatly 
benefited. 

Serious accidents following the operation are very 
rare. In reviewing the histories of 8,700 cases in 
which cholecystectomy was done the author found 
only 3 that required re-operation—2 for a new- 
growth caused by the calculi and 1 for cicatrical con- 
striction of the common duct. Sequel due to peri- 
duodenal adhesions, recurrences, calculi overlooked, 
or injuries of the common duct can be reduced to the 
minimum by a careful surgical technique and very 
careful exploration of the abdominal viscera near 
the gall bladder. Slight disturbances such as gastric 
symptoms and continuous subhepatic pain are often 
caused by periduodenal adhesions. Intermittent 
attacks of pain are evidently due to inflammation of 
the common duct. They are very frequently of the 
type of hepatic colic and are occasionally accom- 
panied by fever and sometimes by a slight subicteric 
color, but they are always shorter and much less in- 
tense than the attacks of pain preceding the opera- 
tion. All of the author’s patients with such dis- 
turbances led an active life and the symptoms tended 
to disappear with proper diet and medical treat- 
ment. The slight disturbances in the author’s cases 
were not caused by insufficiency of the liver as 
functional tests showed hepatic function to be 
normal. In 8o per cent of the cases the cholesterin 
content of the blood was below normal, while in 20 
per cent it was slightly above normal. 

Roentgenograms showed that periduodenal ad- 
hesions are almost always formed after the operation. 
Neither the technique used nor the method of drain- 
age explains them. In some cases in which there was 
atrophic sclerosis of the gall bladder or intense peri- 
cholecystitis the roentgen malformations of the 
duodenum were greater. Even ideal cholecystectomy 
with perfect peritonization of the bed of the gall 
bladder does not prevent postoperative periduo- 
denitis. Periduodenitis does not always cause 
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clinical symptoms, and when it does produce them 
they are not proportional to the degree of roentgen 
malformation of the duodenum. 

The Meltzer-Lyon test shows that when cholecys- 
tectomy has been performed recently the provoked 
bile has a poor concentration and is as pale as Bile A. 
In cases in which cholecystectomy has been per- 
formed some time ago, there are 2 types of provoked 
bile. The first type is light in color and poor in con- 
centration, and the second is as dark as the B bile of 
normal subjects but lacks the concentration of a true 
B bile, which is 3 or 4 times greater than that of 
A bile. Auprey G. Morcan, M.D. 


Llambias, J., Brachetto-Brian, D., and Orosco, G.: 
Cancer of the Ampulla of Vater (Contribucién al 
estudio del cAncer de la ampolla de Vater). Semana 
méd., 1928, Xxxv, 649. 

The authors report four cases of cancer of the 
ampulla of Vater. Three were those of men forty- 
two, fifty-one, and forty years of age, and one was 
that of a woman forty-one years of age. 

The cardinal symptom of cancer of the ampulla of 
Vater, icterus from retention, usually develops early, 
but under certain circumstances may not appear. 
The tumor is generally small and protrudes into the 
lumen of the duodenum. It may invade the muscle 
tunic of the duodenum, asin one of the authors’ cases, 
and may extend to the pancreas, as in two of the 
authors’ cases. In the cases reviewed, the incidence 
of extension into neighboring organs was very high. 
Metastases are rare, probably because retention of 
bile causes death before they have time to develop. 
In the authors’ case with extension to the pancreas 
there were also metastases in the periduodenal 
glands, the liver, and the pericardium. Cancers of 
common duct origin seem to be most frequent. 

The clinical diagnosis of cancer of the ampulla of 
Vater is relatively difficult. The neoplasm may be 
confused with cancer of the head of the pancreas, or 
of the bile ducts, with ulcer, and with lithiasis. 
Sometimes a cancer of the ampulla of Vater may 
cause reflex pyloric symptoms and conversely a 
lesion of the pylorus may cause vaterian symptoms. 

It is impossible to make a histological classifica- 
tion of these tumors as each of the organs from which 
they may originate—the common duct, Wirsung’s 
duct, and the duodenum—give rise to epitheliomata 
which cannot be differentiated from each other. 
These neoplasms are of a cylindrical type. They 
may or may not be purely acinous. 

The treatment of cancer of the ampulla of Vater is 
surgical. Operation at least prolongs life, sometimes 
for quite a long time. | Auprey G. Morcan, M.D. 


Petermann: Closure of the Abdomen without 
Drainage in Operations on the Bile Tracts (Zur 
Frage des drainagelosen Bauchschlusses bei Opera- 
tionen an den Gallenwegen). Zentralbl. f. Chir., 1928, 
p. 2146. 


Petermann’s report is to be considered a reply to 
the publications of Pribram who advocates primary 
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closure of the abdomen after all gall-bladder opera- 
tions. Petermann disagrees with Pribram on the 
basis of his results in a very extensive material. 
Petermann has employed charring of the mucosa, the 
so-called mucoclasis, for many years. He agrees with 
Pribram that exact peritonealization of the cystic 
duct stump and the gall-bladder bed is most impor- 
tant. Thus far he agrees with Pribram. However, he 
completely closes the abdomen only if the gall- 
bladder bed is peritonealized, the liver bed is unin- 
jured, and the cystic duct stump is satisfactorily 
closed and covered with peritoneum. ‘The last, how- 
ever, is not always possible, particularly if the com- 
mon duct has been explored. 

The author’s objections to primary closure are 
based further on the fact that suture of the common 
duct is not always reliable, tha. drainage of the 
hepatic ducts is indispensable in severe cholangeitis 
with pus and fibrin formation in the bile ducts, and 
that no unperitonealized surfaces can be left behind. 
The disadvantages of drainage méntioned by Pri- 
bram are not all due to the drainage alone, and it 
would be extremely dangerous if Pribram’s recom- 
mendation were followed indiscriminately by inex- 
perienced surgeons. 

Petermann then discusses the late results of bile- 
tract surgery. Of 680 patients who were followed up 
(80 per cent of the total number), 540 (85 per cent) 
were symptom free, 70 (10 per cent) had mild symp- 
toms, 34 (5 per cent) were unrelieved, and 41 had a 
hernia. Most of the hernia followed mid-line inci- 
sions. According to Petermann, adhesions are of 
little importance; only callous scars fixing the py- 
lorus to the liver necessitate re-operation. Adhesion 
formation is reduced to the minimum by careful peri- 
tonealization of the gall-bladder bed and restriction 


of the use of packs. True recurrences are very rare; 
Petermann found new concretions in the common 
duct only twice. Squeezing of the gall-bladder con- 
tents into the common duct should be avoided by 
first emptying the gall bladder with a water pump 
and then clamping or tying the cystic duct. Peter- 
mann has seen 5 stenoses of the common duct. Three 
were cicatricial and 2 were carcinomatous. Some- 
times so-called recurrent colics are due to dilatation 
and tension of the bile tracts. Functional processes 
also play a réle. According to Petermann’s experi- 
ence, the more marked the findings at operation the 
better the results. Frequently the administration of 
a 10 to 20 per cent magnesium-sulphate solution has 
a favorable effect. Pancreatitis is also a cause of late 
symptoms. In mild cases, the treatment indicated is 
dietary measures and the administration of insulin. 
In severe cases surgery is necessary. Gastric and 
duodenal disturbances following operation are best 
treated dietetically. Petermann has seen definite 
gastric or duodenal ulcer 5 times. In 2 cases the lesion 
was certainly not present at the time of operation, 
but in the others it may have been overlooked. 
Chronic appendicitis and diseases of the kidney and 
ureters may also cause persisting symptoms. Peter- 
mann was able to demonstrate the very important 
fact that when appreciable late symptoms occur, the 
disease has usually existed for a long time before 
operation; therefore early operation should be per- 
formed. 

In the discussion of this report, MARTENS and 
MueEnsaM agreed with Petermann. 

PRIBRAM again recommended his method in a 
lengthy presentation. 

NORDMANN and Bier stated that general abolition 
of drainage is impossible. VoGELER (Z). 





























GYNECOLOGY 


UTERUS 


Basset, A., and Poincloux, P.: The Treatment of 
Metritis by Intramucous and Submucous In- 
jections of Vaccine; Local Vaccination (Traite- 
ment des métrites par injections intra et sous- 
muqueuses de vaccins: la vaccination régionale). 
Gynéc. et obst., 1928, xviii, 289. 


This is a study of local immunization as applied to 
the uterus. 

The use of local vaccination requires a knowledge 
of the infecting agent and the tissue through which 
the infection has occurred. The object is to increase 
the resistance of the tissues constituting the portal 
of entry. In the case of the uterus this is accom- 
plished by submucous and intramucous membrane 
injections of vaccine. 

The contra-indications to this method of treat- 
ment are few: pregnancy and a poor general con- 
dition (the latter especially when it is due to 
tuberculosis). The authors have had experience 
with all forms of metritis except the acute puerperal 
form. 

In the course of a three-year study the following 
methods have been developed: 

The patient is carefully examined both from the 
general and gynecological standpoint. From the 
history some idea can usually be obtained as to the 
nature of the infection—as to whether it is gono- 
coccic or puerperal. The local examination is made 
at least twenty-four hours after a douche. Smears 
are taken from the cervix and, for the culture, mucus 
is placed in 6 or 8 c.cm. of normal saline solution for 
transportation to the laboratory. The specimen is 
placed in boullion and on ascites agar or blood agar. 
After from twenty-four to forty-eight hours colonics 
are picked and transferred for identification. The 
final cultures serve as a vaccine to which is added a 
stock gonococcic vaccine if it appears that the gono- 
coccus was the original invader. The vaccine is 
heated just sufficiently to inactivate it. 

The treatment consists of from 4 to 10 injections 
made beneath the mucosa in the vaginal portions of 
the cervix that show pathological changes and finally 
into the mucosa of the canal. A 2- or 5-c.cm. syringe 
is employed with an extension and a fine straight 
needle, an apparatus identical with that employed 
for the injection of an anwsthetic about the tonsils. 
The total quantity of vaccine administered at a 
single treatment is from 0.5 to 3 c.cm. While the 
injections alone suffice, it is believed advisable to 
dilate the cervix with a 3-valve Sims’ speculum or a 
long forceps before each treatment. 

There are no local effects of consequence, but a 
general reaction, often of considerable violence, soon 
follows the injections. The usual symptoms are a 


chill, fever, headache, nausea, and general malaise. 
When a gonococcic vaccine is used, these symptoms 
appear within from fifteen to thirty minutes. The 
duration of the reaction is usually from three to six 
hours and occasionally from ten to twelve hours. 
Following the use of colon-bacillus vaccine the re- 
action develops more slowly and may last twenty- 
four hours, and gastro-intestinal disturbances are 
more prominent. As the treatment progresses, the 
symptoms become less violent and this change 
parallels the progress of the cure. 

Of the women treated, 29 were examined with re- 
gard to the end-results. Nineteen (65 per cent) were 
completely cured, 8 (27 per cent) were greatly 
benefited, and 2 were unrelieved. The last were 
suffering from severe tubal lesions which caused re- 
peated re-infections of the uterus. Of the patients 
cured, some had salpingitis and parametritis. These 
lesions subsided with the metritis. In 5 cases there 
was involvement of the body of the uterus which 
caused persistence of the leucorrhoea. To treat this 
complication a special sound was devised to permit 
injections into the endometrium. The results were 
comparable to those obtained in the treatment of the 
cervical lesions. 

In the course of this study certain facts were 
brought out relative to the flora of the uterus. The 
organisms are Classified as saprophytic and patho- 
genic. The saprophytic group include the coccus 
vaginalis (the same shape as the staphylococcus but 
with different staining qualities) and the bacillus 
vaginalis. Numerous varieties can be distinguished, 
but they are without clinical interest. The patho- 
genic organisms include the gonococcus, colon ba- 
cillus, staphylococcus, enterococcus, streptococcus, 
and diphtheroids. 

The gonococcus is not infrequently found in the 
smears but rarely in the cultures (3 times in 152 
cases). 

The bacillus coli is of great importance in uterine 
infections. It usually appears in the cultures rather 
than in the smears. 

The staphylococcus seems to play a minor réle. 
The staphylococcus albus is the type usually found 
and relative to its pathogenicity it stands at the end 
of the long series of cocci vaginalis. 

The enterococcus plays a certain part in metritis, 
but was found only 5 times in the series of cases 
reviewed. 

-The streptococcus is quite often identified in 
smears but is grown with difficulty on culture 
media. 

Diphtheroids were identified 5 times. 

Other pathogenic organisms sometimes found are 
the pneumococcus, Friedlaender’s bacillus, Pfeiffer’s 
bacillus, and sarcine. 
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The disagreement between the information fur- 
nished by smears and cultures shows that bacterio- 
logical examination alone is not enough to establish 
the etiology of metritis. It is only by combining the 
bacteriological and clinical findings that an approach 
to a diagnosis can be made. 

Certain facts concerning the relation of the causa- 
tive organism to the reaction to the vaccine are 
brought out: 

When an autogenous vaccine produces no reaction, 
the organisms are of the non-pathogenic or only 
slightly pathogenic variety. When an autogenous 
vaccine alone causes a reaction, it usually contains 
colon bacilli, enterococci, or staphylococci. When an 
autogenous vaccine produces no reaction but a stock 
gonococcic vaccine produces a reaction, the patient is 
usually suffering clinically from a gonococcic in- 
fection. When an autogenous vaccine together with 
a stock gonococcic vaccine produces no reaction, 
gonorrhoeal metritis may be eliminated from con- 
sideration. When an autogenous vaccine produces 
a reaction and this reaction is strengthened by a 
minimal quantity of gonococcic vaccine, the pa- 
tient is found clinically to be suffering from gon- 
orrhoeal metritis. 

On the basis of experiments on patients, the 
authors advance the hypothesis that the general 
reaction is dependent not only on the use of the 
proper vaccine but also on the point of injection 
(that is to say, the portal of entry of the original 
infection). This theory seems well supported by 
several case histories and adds another method of 
confirming the etiology of the metritis. The authors 
conclude that when a given vaccine is injected into 
the cervix or one of the vulvar glands and a general 
reaction follows, the organism from which the vac- 
cine was made may be regarded as the cause of the 
metritis. 

The authors classify metritis into that of recent 
origin and that of long-standing. The former in- 
cludes the pure gonococcic metritis, metritis due to 
enterococcus or bacillus coli occurring in women 
suffering from chronic intestinal disorders (an im- 
portant group), and puerperal infections caused by 
streptococci, staphylococci, gonococci, or the colon 
bacillus. The old cases are due to one of the same 
organisms with usually the addition of secondary 
organisms which often belong to the non-pathogenic 
group. With this classification in mind it is possible 
to undertake an etiotropic treatment which promises 
success in most cases. ALBERT F. De Groat, M.D. 


Capecchi, E.: Acute Complete Retention of Urine 
and Delivery of a Large Fibromyoma (Ritenzione 
urinaria acuta completa e contemporaneo parto di un 
voluminoso fibro-mioma). Clin. ostet., 1928, xxx, 6054. 


The case reported was that of a woman forty-four 
years of age who had had three normal deliveries. 
In October, 1926, she began to have a more copious 
menstrual flow than usual, a discharge of sero- 
sanguinolent fluid between the periods, and a feeling 
of weight in the lumbar region. The symptoms in- 


creased, and on November 15, 1926, she suddenly 
became unable to urinate. Thereafter, catheteriza- 
tion was necessary and there was pain which in- 
creased until it had the character of labor pains. 
On the patient’s admission to the hospital on 
November 19, 1926, examination showed a hard, 
ovoid fibromyoma the size of the head of a fetus, 
which occupied the vagina. Under ether anesthesia, 
it was delivered by catching it with Museux forceps 
and giving it a rotating motion. It was attached to 
the anterior wall of the uterus and weighed 620 gm. 
There was no hemorrhage on its removal, and the 
uterus quickly returned to its normal size. 
Retention of urine is not an infrequent complica- 
tion of fibroma of the uterus, but it is generally in- 
complete. The pressure of the tumor and its traction 
on the ureter cause disturbances of the circulation 
of the bladder and pelvis until some added factor, 
probably menstrual congestion, exceeds the limit of 
tolerance and urination becomes impossible. ‘The 
contractile capacity of the uterine musculature can 
be utilized in the removal of a tumor as well as in the 
delivery of a fetus. Auprey G. Morcan, M.D. 


Viana, O.: The Early Diagnosis of Cancer of the 
Uterus by Means of Smears (La diagnosi precoce 
del cancro uterino mediante lo striscio). Clin. ostet., 
1928, xxx, 781. 


As there is danger of stimulating the growth of 
cancer by excising tissue for examination, Babés has 
recommended making the diagnosis from smears. 
According to Babés’ technique, the cervix is wiped 
with gauze and the material taken with a platinum 
loop, fixed with alcohol, and stained. Cancer is 
characterized by penetration of epithelium into the 
deep tissues and atypical forms of epithelial cells. 
The latter appear first and can be seen in smears. 
Babés considers the smear method a limited biopsy. 
In examinations of twenty cases by this method he 
found that in simple erosions erythrocytes pre 
dominate and there are few cells. In cancer, the 
protoplasm of the cells is greatly reduced and often 
nothing is left but the nucleus. Sometimes there is 
more protoplasm and the cells have various forms. 
The nuclei may be fusiform, mulberry shaped, 
bilobulated, or multilobulated. The greatest change 
in the cells is the increase in their size; they are 
often true giant cells. The nuclear chromatin may 
be in the form of oval, semilunar, or angular 
granules of varying size. The nucleoli also vary in 
number, size, and staining capacity. Babés says 
that from these characteristics the diagnosis of 
cancer of the cervix can be made from smears in a 
large number of cases. 

The author has examined twelve cases by the 
smear method, and includes in his article photo- 
micrographs which in many points confirm the 
findings of Babés. In one case, examination of the 
smear indicated chorionepithelioma, but this diag- 
nosis was not confirmed by biopsy. In the cases 
of cancer, the findings in the smears were confirmed 
by those of biopsy. Auprey G, Morcan, M.D. 
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Gellhorn, G.: Syphilis and Cancer of the Uterus. 
Am. J. Syphilis, 1929, xiii, 1. 

The author discusses first the differential diagnosis 
between syphilis and cancer of the cervix. A number 
of case histories are given to illustrate the mistakes in 
diagnosis. The differentiation is not always easy. 
In the cases of young patients, syphilis should be 
thought of first. Even a definite history of syphilis 
does not exclude cancer. 

Except in cases with ulcerated gummata, sponta- 
neous bleeding is less frequent in syphilis than in 
cancer, but on touch, cancer bleeds more easily than 
a syphilitic lesion. Pain on palpation seems to be 
greater in primary and secondary syphilis than in the 
early stages of cancer. A marked general reaction is 
produced early by syphilis, but occurs late in cancer. 
The consistency of the new growth is a valuable diag- 
nostic point. A syphilitic lesion is hard in the depths 
because of the infiltration. In cancer, the finger can 
always break through into deeper layers to soft 
spongy tissue. Yellowish discoloration relieved by a 
reddish undertone is pathognomonic of syphilis. If 
in a suspicious case the affection is separated from 
the external os by a zone of normal mucosa, the diag- 
nosis of syphilis may be made safely. Microscopic 
examination settles the diagnosis in most cases. Spi- 
rochetes are usually recoverable from chancres, al- 
ways from secondary ulcers, but rarely from gum- 
mata. Other affections of the cervix should be ex- 
cluded. In doubtful cases, anti-syphilis treatment 
should be given. 

When cancer occurs in a syphilitic, it will always 
seek the vulnerable spots which have already been 
involved by syphilis. Leucoplakia is almost always 
due to syphilis and may sooner or later develop into 
cancer. The direct transition of syphilis into cancer 
is rare. T. FLoyp Bett, M.D. 


Alamanni, R.: Carcinoma of the Uterus After the 
Menopause (Osservazioni sul carcinoma uterino 
oltre la menopausa). Riv. ital. di ginec., 1928, vii, 
577- 

The author has studied his cases of carcinoma 
developing after the cessation of menstruation to 
determine whether such carcinomata are different in 
nature and course from those developing during 
active sexual life. He found that carcinomata at the 
later age are somewhat less malignant and their 
clinical course is somewhat different. The most 
marked symptom is a yellowish or whitish discharge ; 
the copious haemorrhage caused by carcinoma de- 
veloping at a earlier age is rare. In a few cases (1.8 
per cent), the first symptom was abdominosacral 
pain. In some of them the patient had noted a dis- 
charge for only a little while, but when examination 
was made the tumor had already passed the limits of 
operability. Brief histories are given of two such 
cases, in one of which the patient had noted a dis- 
charge for only five days before she entered the 
hospital and in the other of which a discharge had 
been noted for only a month. Sometimes, however, 
the period is very long. ‘Two other cases are reported 
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in which the patient had had a discharge for five 
years. 

The average duration of the disease was from three 
to four years, whereas in women in active sexual life 
the average duration ranges from a few months to a 
year. Women in the menopause do not show so 
much physical deterioration or cachexia as younger 
women. Apparently the older organism is more 
resistant to the diffusion of the cancerous process 
and less sensitive to its toxins. The older women fre- 
quently die from intercurrent disease rather than 
from the cancer itself. 

Of the author’s cases, 55.22 per cent were in- 
operable, whereas the incidence of inoperability in 
younger women is 50 per cent. The higher incidence 
of .noperability after the menopause is probably due 
to the mildness of the symptoms which delays the 
diagnosis. Recurrence is less frequent in the late 
cases; it developed in only 9.10 per cent of the 
author’s cases as contrasted with 70 per cent of the 
cases of younger women reported by Faure. 

Alamanni obtained good immediate results in fifty- 
one (86.44 per cent) of his fifty-nine cases. The 
operative mortality was 15.25 per cent. Eighteen of 
the patients are now living with no signs of recurrence 
after a maximum time of eight years and a minimum 
time of three years. 

Alamanni states that simple total abdominal 
hysterectomy is as effective in these cases as 
Wertheim’s operation and less dangerous. 

He attributes the decrease in the malignancy of 
carcinoma after the menopause to functional changes 
taking place at middle age, particularly the decrease 
in the activity of the ovary and chromaffin system. 
It is not due to the histological type of the cancer as 
the lesions in most of his cases were pavement-cell 
epitheliomata, which are not particularly benign 
cancers. Aubrey G. Morcan, M.D. 


Schneidewind, O.: A Case of Primary Polymor- 
phous Sarcoma of the Uterus with Various 
Metastases (Un caso de sarcoma primitivo poli- 
morfo de fitero con metastasis diversas). Semana 
méd., 1928, XXXV, 759. 

The patient whose case is reported was a woman 
fifty-four years of age who was admitted to the’ 
hospital with a diagnosis of fibroma of the uterus 
which had undergone malignant degeneration. Sub- 
total hysterectomy and bilateral oiphorosalpin- 
gectomy were performed. Death resulted. 

Autopsy showed that the lower part of the uterus 
was changed into a yellowish-white mass with slight 
ulceration. In the ascending colon there was an 
ulcerated tumor the size of a mandarin orange which 
protruded into the lumen of the intestine. In the 
ileum there was a hard, white tumor the size of a 
bean. The abdominal cavity contained about '%4 
liter of haemorrhagic fluid. In both lungs there was a 
series of metastatic nodules ranging in size from that 
of a nut to that of a mandarin orange. There was an 
intense pleural reaction. In the heart there were 
pleuropericardial adhesions and 2 metastases. The 
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posterior angles of the first 4 ribs and the anterior 
angles of the first 2 ribs on the right side had been 
invaded by the tumor. Examination revealed also 
fatty degeneration of the liver, congestion and 
oedema of the lungs, and atheroma of the aorta. 
The tumor was a spindle-celled sarcoma of the 
uterus evidently originating from malignant de- 
generation of a fibroma. Signs of malignancy were 
noted for only a few months before the patient’s 
admission to the hospital. Sarcoma of the uterus is 
rare. In 1925, Bunten said that only 353 cases had 
been reported. Round- and oval-celled sarcomata 
are in general much more malignant than spindle- 
celled sarcomata. Aubrey G. Morcan, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Orr, J. L.: An Unusual Case of Tubo-Ovarian In- 
guinal Hernia. Glasgow M.J., 1929, cxi, 21. 

The case reported was that of a girl sixteen years 
of age who had had a painful inguinal hernia on the 
left side for twelve months. The pain was most se- 
vere during menstruation. At operation the hernial 
sac was found to contain the ovary and the distal 
part of the fallopian tube. The proximal portion of 
the tube ended blindly. 

Orr reviews the literature on malformations of the 
tubes and gives a brief account of the embryology of 
the internal genital organs in the female. ‘Tubal mal- 
formations have been ascribed to an error in develop- 
ment and to fetal peritonitis. Neither theory is en- 
tirely satisfactory, but the developmental theory 
seems to be the more acceptable. 

T. Ftoyp Bett, M.D. 


Callahan, W. P., Schiltz, F. H., and Hellwig, C. A.: 
Primary Carcinoma of the Fallopian Tubes 
Associated with Tuberculosis. Surg., Gynec. & 
Obst., 1929, xlviii, 14. 


The simultaneous occurrence of primary carcino- 
ma and tuberculosis of the fallopian tubes is exceed- 
ingly rare. 

The diagnosis of tuberculosis of the tubes is diffi- 
cult to make clinically because of the absence of dis- 
tinctive clinical symptoms. Frequently it is impos- 
sible without microscopic examination. The condi- 
tion is most common between the ages of twenty and 
forty years. The infection is rarely primary in the 
tubes. As a rule it reaches the tubes by way of the 
blood stream, by direct extension from the perito- 
neum, or from the lower genital tract. 

From twelve to forty-eight hours before the men- 
strual flow, pain and tenderness are noted in the 
lower part of the abdomen. Asa rule there is a slight 
elevation of the temperature toward evening. In 
most cases pelvic examination reveals induration in 
the fornices, fixation of the cervix, enlargement and 
retrodisplacement of the uterus, and marked adhe- 
sions between the tubes and the ovaries. The adnexa 
and inguinal glands may be greatly enlarged. Steril- 
ity usually results because as a rule the condition is 
bilateral. 


The onset is insidious. In most cases there is a his- 
tory of pleurisy and enlarged glands. A primary tu- 
berculous lesion elsewhere eliminates gonococcic and 
streptococcic salpingitis. A definite diagnosis may 
sometimes be made from curetted material. 

Opinions vary as to the advisability of surgical 
treatment although the incidence of permanent cure 
in surgically treated cases has been reported as 66 
per cent. . 

Primary carcinoma of the tubes occurs most fre- 
quently in the late preclimacteric or early postcli- 
macteric period, between the fortieth and fifty-fifth 
year. The most constant symptoms are pain, a dis- 
charge, irregularity of menstruation, and cramp-like 
continuous or intermittent pain in the hypogastric, 
iliac, or lumbar region on the same side which may 
radiate to the sacrum, the lower extremities, the 
rectum, or the epigastrium and is sometimes relieved 
by a profuse discharge from the vagina. The dis- 
charge is usually of a watery and serous nature, but 
may be white or leucorrhoeal. At times it has an 
offensive odor. 

Physical examination reveals a mass in the pouch 
of Douglas or on one or both sides. The mass varies 
in size from that of an egg to that of a man’s head. 

The results of surgery are often poor because the 
operation is too conservative, the uterus or ovaries 
being left, or because tubal contents escape into the 
abdominal cavity. 

Primary carcinoma associated with tuberculosis of 
the tubes has been found most frequently in women 
between the ages of thirty-five and fifty-two years. 
In most of the reported cases the pathological pic- 
ture suggested that the inflammatory process ante- 
dated the neoplastic growth. Some investigators 
have assumed a direct relationship between the le- 
sions, but it is generally believed that one is an acci- 
dental complication of the other. Early radical oper- 
ation gives the only chance of cure. 

Macnus P. Urnes, M.D. 


Schugt, P.: Experimenta! Studies on Injury to 
Offspring from Roentgen Irradiation (Experi- 
mentelle Untersuchungen ueber Schaedigung der 
Nachkommen durch Roentgenstrahlen). Strahlen- 
therapie, 1928, xxviii, 546. 

Sixty mice free from inbreeding were irradiated 
with 140, 70, 54, 42, 27, 21, 14, and 9 roentgen units 
from a Martin-Coolidge tube (180 kv., 2 ma., % 
mm. Cu plus 3 mm. Al), and fifty-three mice were 
irradiated with a soft tube (100 kv., 2 ma., 1 mm. 
Al). After irradiation, they were paired in every 
possible combination in the different generations. 

From the numerous tables and combinations, for 
which the original article must be consulted, it is 
evident that the irradiation caused injury to the 
offspring which was manifested by under-develop- 
ment and decreased fertility, Injury to the offspring 
evidenced by malformations due to intra-uterine 
disturbances of development resulting from irradia- 
tion injury to the uterus could not be demonstrated. 

BouNEN (G). 

















OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Lyon, E. C., Jr.: Anzmia in Late Pregnancy. J. 
Am. M Ass., 1928, xcii, 11. 

This article is based on blood counts and hemo- 
globin determinations made during the third trimes- 
ter of pregnancy in the cases of 200 women delivered 
in the obstetrical division of the Woman’s Hospital, 
New York. In the 177 cases in which the determina- 
tions were made at term, the average hemoglobin 
was 75.3 per cent. Fifty-seven (32.2 per cent) of 
these 177 patients reached term with a hemoglobin 
value of 70 per cent or less. Parity and toxemia did 
not materially affect the degree of the anemia. 

Of a control series of 100 non-pregnant women 
with retroversion of the uterus, a similar percentage 
were found to have a hemoglobin value of 70 per 
cent or less on admission to the surgical wards. 

Of 42 women who had repeated blood counts dur- 
ing the third trimester of pregnancy, 16 (38 per cent) 
showed a gain and 20 (47.6 per cent) a fall in the 
hemoglobin. Cart H. Davis, M.D. 


Evans, W.: Severe Anemia of Pregnancy and the 
Puerperium. Lancet, 1929, ccxvi, 14. 


Severe anemia of pregnancy and the puerperium is 
uncommon. Osler attributed it to hemolytic agents 
produced in the changed metabolism of pregnancy or 
the katabolism of the postpartum state. Rowland 
assumed that under normal conditions a syncytial 
hemolysin is formed in the ectodermal cells of the 
chorion during pregnancy and that later an antihe- 
molysin is found in the maternal blood. He ascribed 
persistent anzmia to failure of the formation of the 
antihemolysin. Smith considered a deficiency of hy- 
drochloric acid a probably etiological factor, and, as 
treatment, recommended the administration of hy- 
drochloric acid. Other conditions which have been 
suggested as predisposing to anemia in pregnancy 
and the puerperium are achlorhydria and general de- 
bility before pregnancy, syphilis, and a predisposi- 
tion to anemia. 

The anemia of pregnancy simulates addisonian 
anemia, being characterized by a great reduction in 
the erythrocytes, the presence of primitive red cells, 
an increase in the reticulocyte count, slight splenic 
enlargement, and a favorable response to liver 
therapy. 

When once established, the condition tends to 
recur in later pregnancies and in each succeeding 
pregnancy is more pronounced and earlier in onset. 
Premature labor is the rule. 

It is important to recognize the disease in its initial 
stages and to begin treatment before labor. The 
prognosis is good, the response to liver therapy being 
almost immediate. Macnus P. Urnes, M.D. 


Westman, A.: Two Cases of Necrosis of the Renal 
Cortex in the Toxicosis of Pregnancy. Acid 
obst. et gynec. Scand., 1928, vii, 235. 

The author describes the renal changes in two 
cases of eclampsism. In one of them he found cor- 
tical necrosis caused by thrombosis of vessels fol- 
lowed by infarction, and in the other a nephrosis 
associated with necrosis. 


Falls, F.H.: The Diagnosis of Fetal Deformities in 
Utero. Am. J. Obst. & Gynec., 1928, xvi, 801. 

The diagnosis of fetal deformity is very important 
from the standpoint of both the mother and the 
child. When the fetus is markedly deformed—for 
example, an anencephalic monster—the management 
of the case may be planned solely in the interests of 
the mother. 

The methods of diagnosing fetal deformity include 
palpation, percussion, auscultation, and X-ray 
examination. By means of the X-ray, a certain 
diagnosis can be made in practically every case after 
the seventh month. 

Hydramnios developing about the seventh month 
and associated with a permanent increase of the 
uterine tension and easy ballottement is suggestive 
of fetal abnormality, but is not constant. Inability 
definitely to outline the fetal head suggests anen- 
cephaly, while abnormal size or consistency of the 
fetal head indicates hydrocephalus. In cases of 
anencephaly, considerable difficulty is experienced 
in differentiating between the fetal poles by pal- 
pation, and when the presentation is cephalic a soft 
meningocele surrounded by a bony ring may be 
felt on vaginal examination with the finger inside 
the cervix. 

When there is marked hydramnios, the fetal heart 
tones are head only faintly or not at all. During 
pregnancy, they are usually normal or rapid, but 
during labor they are often slow and irregular or 
abnormally fast. In cases of anencephaly with a 
cephalic presentation they are frequently heard 
unusually low in the abdomen during labor and are 
very irregular. 

Abnormally active movements of an anencephalic 
monster may become convulsive if pressure is made 
on the head. Harvey B. Mattuews, M.D. 


Siegert, F.: The Problem of the Cervical Placenta 
(Zur Frage der Cervix-placenta). Zischr. f. Geburtsh. 
u. Gynaek., 1928, xciii, 744. 

There is still a difference of opinion as to the func- 
tional significance of the isthmus, which is bounded 
above by the anatomical internal os and below by 
the histological internal os. Pankow emphasized the 
importance of the isthmus as a third segment of the 
uterus. Zangemeister believed the isthmus to be of 
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no obstetrical significance but of decided importance 
in the etiology of placenta previa. 

It has not been proved that the development of 
the isthmus finds its physiological boundary at the 
histological internal os. 

The author discusses at length the question as to 
whether, in the formation of the cervical placenta, 
the isthmus remains distinct or it is unnecessary to 
assume a division of the uterus into three parts from 
the standpoint of function. A primary insertion and 
complete development of the ovum in the cervix of 
the uterus has been described only by Tarnier and 
Devraigne-Bar. A cervical placenta may develop 
from, or over, an isthmic placenta. The author 
describes in detail a cervical placenta in a twenty- 
seven-year-old para-iv. The first severe hemorrhage 
began with labor. Cesarean section and manual 
removal of the placenta were done. The placenta 
had a corpus portion measuring 15 by 15 cm., a 
ring-shaped lobe adherent in the lower uterine seg- 
ment, and a tongue-like process in the cervical canal 
extending nearly to the external os. The removal of 
the placenta was accomplished quite easily. It is 
assumed that in this case the implantation in the 
cervix occurred from a primary corpus placenta by 
means of a reflex placenta. 

The depth of the placental attachment to the 
cervical wall depends upon the extent and degree 
of the previous development of the cervical canal. 
Not every cervical placenta is a placenta accreta. 

It is difficult to say whether the histological in- 
ternal os can be differentiated histologically in the 
development of a cervical placenta as the destruc- 
tion of the glands in the region of the placental tissue 
usually makes the differentiation of the cervical and 
isthmic glands impossible. 

The decidual reaction has been described very 
differently and presents no constant picture. The 
most detailed description of this reaction has been 
given in reports of the relatively uncommon cases of 
‘“‘wall-splitting’”” cervical placenta (Kermauner, 
Krause, Zengemeister, Tiegel). It is generally be- 
lieved that when the placenta is situated entirely 
below the internal os the decidual reaction of the 
mucosa of the corpus is surprisingly slight. Histo- 
logical examination of the mucosa permits a differ- 
entiation of the isthmus and cervix only when the 
placenta does not extend below the histological in- 
ternal os. 

The type of placental insertion also varies. Pla- 
centa accreta is frequently due merely to deficiency 
or absence of a decidual reaction in the uterine out- 
let. The ‘“‘dissecting”’ type of growth of the cervical 
placenta is peculiar in that, by means of it, the 
cervical wall is separated into two layers. The 
placental tissue does not penetrate through the 
mucosa into the muscle wall, but enters the cervical 
wall from above in such a way that the placenta is 
covered on one side by a layer of muscle and on the 
other side by a layer of muscle and mucosa. 

Even though the development of the isthmus dur- 
ing pregnancy is to be regarded as physiological, 


there still remains the question as to how the lower 
margin of the isthmus, the histological internal os, 
reacts to this developmental process. This is not 
explained by a sphincter action of the wall muscle 
hindering the possibility of growth of the uterus. 
Nor does the gland picture, the decidual reaction, or 
the character or insertion of the placenta prove that in 
the invasion of the cervical canal by placental tissue 
from the isthmus the boundary of the histological 
internal os is protected. The entrance of the placenta 
into the cervix may be due to active growth of the 
placenta or to a passive sinking of the placental lobe 
covering the internal os into the dilating or already 
dilated cervix. 

The primary isthmic placenta comes into contact 
with the mucosa of the cervix earlier and more ex- 
tensively the more defective the closure of the 
cervix. Extrachorial development of the placenta in 
the cervix is favored by a preformed space. ‘The 
sinking of a placental lobule into the dilated cervix 
is easier when the development of the cervical 
lobule is followed in the last months of the preg- 
nancy by progressive dilatation of the cervical canal. 
In such cases the danger of hemorrhage is relatively 
slight. 

As important as the division of the uterus into 
three parts may be in the etiology of placenta 
previa, it does not explain the histological and 
functional cervical placenta. The latter is seldom a 
covering lobe; as a rule it is an offshoot. Therefore it 
is not a placenta previa, but a placenta lateralis 
cervicalis. Heyn (G). 


Browne, F. J., and Dodds, G. H.: Further Experi- 
mental Observations on the Etiology of Acci- 
dental Hemorrhage and Placental Infarction. 
J. Obst. & Gynec. Brit. Emp., 1928, xxxv, 661. 


In experiments on animals the authors found that 
the chief predisposing cause of accidental hemor- 
rhage is chronic nephritis. In the presence of chronic 
nephritis, antepartum hemorrhage could be precipi- 
tated on the twentieth day by producing an acute 
exacerbation of the nephritic condition by injecting 
sodium oxalate, uranium nitrate, or the bacillus pyo- 
cyaneus. Three animals with chronic nephritis had a 
spontaneous antepartum hemorrhage in the second 
half of pregnancy. In the cases of such animals albu- 
min may be absent from the urine between pregnan- 
cies and during the early months of pregnancy, but 
appears during the latter half of pregnancy and 
before the onset of spontaneous hemorrhage. This 
observation seems to have an important bearing on 
the question of so-called recurring toxemias of preg- 
nancy. The cause of the hemorrhage is probably the 
failure of the kidney to excrete the toxins which 
accumulate in the circulation. The liver function 
remains normal in animals suffering from experimen- 
tally produced nephritis. As the blood cultures are 
found to be sterile during the bleeding, it is evident 
that microorganisms have no part in the etiology of 
accidental hemorrhage. 

Asrauam A, Braver, M.D. 
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LABOR AND ITS COMPLICATIONS 


Esmann, V.: Induced Premature Labor in Sixty- 
five Cases of Contracted Pelvis (Sur 65 cas 
d’accouchement prématuré provoqué dans les bas- 
sins rétrécis). Gynéc. el obst., 1928, xviil, 401. 

Among more than 7,200 deliveries the author has 
induced premature labor in 65 cases of contracted 
pelvis. In the first group of 10 cases, which were 
seen in the period from 1g05 to 1912, he used a 
Tarnier balloon. Five of the infants lived, and 5 
were born dead or died soon after birth. In 4 cases 
there was a breech presentation. 

“smann attributed the frequency of breech pre- 
sentation to the use of the balloon. Therefore in the 
55 other cases he employed laminaria tents. After 
dilating the cervix with a metal dilator by Hegar’s 
method, he introduced from 2 to 4 thick laminaria 
tents, placed a square of iodoform gauze in front of 
the external os, and tamponed the vagina with 
sterile cotton. When the tampon and the tents were 
withdrawn after from eighteen to twenty-four hours, 
dilatation of the os and rupture of the membranes 
were usually accomplished easily. In a few cases it 
was necessary to repeat the introduction of the tents. 

By this procedure a beginning of labor is brought 
about before the membranes rupture. In 40 of the 
cases reviewed, labor was terminated within twenty- 
four hours, and in 21 within twelve hours. In 1 case, 
however, delivery could not be terminated with 
forceps until ten days after the first introduction of 
the laminaria tents. The child lived. 

In the 55 deliveries in the second group of cases 
there were 5 dead infants. All of them were delivered 
in the first 27 cases. 

The 65 mothers left the hospital in good condition. 

The author states that if he were repeating the 
delivery in 5 of these cases—4 in the first group and 
1 in the second—he would perform a c#sarean 
section. In the induction of labor it is important for 
the fetus to be in an upright position, preferably in 
head presentation. When it is in a transverse posi- 
tion, casarean section should be done. 

In the author’s practice there are not many cases 
of marked pelvic deformity due to rickets but there 
are a considerable number of cases of generally 
contracted pelvis, well formed but small, measuring 
from 1 to 2 cm. less in diameter than the normal 
pelvis. In such cases and in cases with mechanical 
disproportion between the size of the pelvis and that 
of the head because of abnormal size of the head the 
induction of labor is indicated. This is best done in 
the thirty-sixth or thirty-seventh week of pregnancy, 
at which time the child is well developed and viable. 

Aubrey G. Morcan, M.D. 


Rizzacasa, N.: A Case of Spina Bifida Occulta and 
Rupture of the Symphysis of the Pubis (Su un 
caso di spina bifida occulta e sulla rottura della 
sinfisi pubica). Clin. ostet., 1928, xxx, 564. 

The patient whose case is reported was a primip- 

ara thirty years of age. Examination showed a 


generally contracted, non-rachitic pelvis of the first 
degree. After many hours of labor with complete 
dilatation of the os, the author applied forceps be- 
cause of beginning fever and weakening of the fetal 
heart sounds. Following several ineffective tractions, 
he found that the fetal heart was no longer beating 
and decided to perform a craniotomy. Before he 
undertook the craniotomy, however, his assistant 
made another attempt to effect delivery with the 
forceps. In a lateral movement, the anterior arch of 
the pelvis suddenly yielded and the child’s head was 
immediately delivered. As the patient was anexs- 
thetized she experienced no pain. The symphysis 
remained intact, but there was a subcutaneous 
rupture of the pubis just to the right of it. The 
child’s head was normal in size, but as there was 
complete ossification, moulding had been impossible. 

For a few days after delivery the patient was 
unable to move her right leg, but three weeks later 
she had no symptoms of any kind. 

After about three years she became pregnant again 
and was delivered of a normal child spontaneously at 
term. 

Roentgen examination of the patient showed, in 
addition to the generally contracted pelvis, an occult 
spina bifida. Evidently infantilism of the pelvis had 
contributed to the rupture of the os pubis. 

Aubrey G. Morcan, M.D. 


Couvelaire, A., Portes, L., and Digonnet, L.: Late 
Postpartum Hzmorrhages; Indications for 
Their Treatment by Immediate Hysterectomy 
(Les hémorragies tardives des suites de couches; 
indications de leur traitement par l’hystérectomie 
d’emblée). Gynéc. et obst., 1928, xviii, 370. 

It has generally been supposed that postpartum 
haemorrhages are always due to retention of a frag- 
ment of placenta in the uterus. This, however, is 
not true. Among twenty successive cases of post- 
partum hemorrhage observed by the authors, 
retained placenta was found in only eleven; in 
nine, the uterus was completely empty. 

The seriousness of postpartum haemorrhage, 
whether there is partial retention of placenta or not, 
depends not so much on the amount of the ham- 
orrhage as on the associated infection of the uterus. 
The uterine infection may remain latent until the 
beginning of the haemorrhage and may be dissemi- 
nated by exploration or curettage. In the five cases 
in the authors’ series in which no intra-uterine 
operation or examination were performed there were 
no deaths, whereas in the ten cases in which curet- 
tage was done there were six deaths. Retained 
placenta was found in seven of the ten cases treated 
by curettage. In the seven cases with retained 
placenta which were treated by curettage there were 
three recoveries (one with bilateral phlebitis of the 
leg) and four deaths from septicaemia (one in spite 
of vaginal hysterectomy). In the three cases 
treated by curettage in which no retention of 
placenta were found there were two deaths—one 
from another hemorrhage and one from septicemia 
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in spite of a secondary hysterectomy—and one 
recovery. In five cases in which immediate hysterec- 
tomy was performed on account of the seriousness 
of the condition there was one death, which occurred 
in one of the two cases of this group without 
placental retention. 

The authors conclude that when a detached piece 
of placenta is found in the vagina, cervix, or uterus, 
it should be removed digitally if possible, but if it 
is adherent, hysterectomy should be performed at 
once without preliminary curettage. Hysterectomy 
should be performed also in cases in which the uterus 
is empty if the fever which follows the examination 
does not recede within forty-eight hours or if another 
hemorrhage occurs. Abdominal hysterectomy is 
best because vaginal hysterectomy is difficult tech- 
nically after delivery. | Aubrey G. Morcan, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Autefage: Grave Puerperal Infections Cured by 
Hysterectomy (Infections puerpérales graves 
guéries par hystérectomies). Bull. Soc. d’obst. et de 
gynéc. de Par., 1928, xvii, 723. 

Autefage reports a case of postabortum infection 
and a case of postpartum infection in which hyster- 
ectomy followed by Mikulicz drainage resulted in 
prompt recovery. 

In the author’s opinion, hysterectomy is indicated 
in puerperal infection when, after an abortion, the 
temperature remains high and chills persist in spite 
of complete evacuation of the uterus, and when a 
subacute infection occurs after labor with marked 
systemic symptoms and appreciable lesions of the 
uterus and adnexa. 

Surgical treatment has no place in the hyperacute 
postpartum infections without localized symptoms. 

The operation of choice is abdominal hysterectomy 
rather than vaginal hysterectomy, principally be- 
cause the former is better performed by most sur- 
geons. The use of the Mikulicz drain is of great 
importance. AvBert F, De Groat, M.D. 


NEWBORN ° 


Pigeaud, H.: The True Causes of Fatal Meningeal 
Hemorrhage in the Newborn (Les causes réelles 
des hémorragies meningées mortelles chez les 
nouveau-nés). Gynéc. et obst., 1928, xviii, 334. 

A study of the present-day literature dealing with 
meningeal hemorrhages in newborn infants indicates 
that the majority of those writing on the subject 
attribute the condition almost exclusively to ob- 
stetrical trauma. The conclusions: drawn in this 
article are entirely to the contrary. 

One of the first obstetricians to recognize that 
other causes might contribute to the production of 
intracranial hemorrhages was Couvelaire. Couve- 
laire noted the facility with which hemorrhages are 
produced in premature and congenitally syphilitic 
infants. About the same time, Lequeux showed that 
the severe hemorrhages of the newborn may be the 


result of hereditary infectious or toxic conditions, 
the most important being alcoholism, lead poisoning, 
and especially syphilis in the parents. Keene, 
Demelin, Warwick, and Ballantyne have reported 
numerous cases of meningeal hemorrhage following 
normal labors or even ca#sarean sections in which 
there was minimal trauma to the infant. 

In fifty autopsies, Pigeaud found thirteen cases of 
meningeal hemorrhage. Six of the labors in these 
thirteen cases were spontaneous and entirely normal; 
five were normal up to the moment that the con- 
dition of the fetus necessitated delivery (low or mid- 
forceps without trauma); and two were rendered 
difficult by mechanical causes. 

Autopsies showed lesions of congenital syphilis in 
four cases. In four others, the autopsy findings to- 
gether with the clinical evidence made the diagnosis 
of syphilis practically certain. In one case death 
seemed due to an intoxication (severe nephritis in 
the mother), and in another to an acute infection 
(acute inflammatory lesions of the lungs, meninges, 
and kidneys). In three cases death could be attri- 
buted only to the traumatism of labor. In two, 
delivery was effected by forceps. In one, the delivery 
was difficult. The remaining case was a difficult 
breech extraction. 

In the course of autopsies performed on fetuses of 
four or five months born with the membranes intact 
(that is to say, without trauma), meningeal hemor- 
rhages were found six times. 

From his studies the author draws the following 
conclusions: 

1. Purely traumatic intracranial haemorrhages 
occur in the newborn, but are rare. In cases in which 
the labor and the fetus were normal they have not 
been demonstrated. 

2. The majority of fatal meningeal hemorrhages 
have an etiology that is essentially medical—as a 
rule a hereditary defect such as a toxemia or a 
chronic infection, usually syphilis. Rarely the cause 
is an acute infection. 

3. Obstetrical trauma generally plays only an 
accessory réle. It brings into evidence congenital 
lesions which alone are capable of producing men- 
ingeal hemorrhage. Abert F, De Groat, M.D. 


Andérodias and Dervillée: Several Cases of Menin- 
geal Hemorrhage of the Newborn Following 
Spontaneous Delivery (Sur plusieurs cas d’hémor- 
ragie méningée du nouveau-né a la suite d’accouche- 
ments spontanés). Bull. Soc. d’obst. et de gynéc. de 
Par., 1928, xvii, 693. 

Whena labor is complicated by dystocia necessitat- 
ing the application of forceps, and when the infant 
presents signs of meningeal haemorrhage, there is a 
natural tendency to consider the obstetrical opera- 
tion as the cause of the hemorrhage. This is of 
course an exaggeration. The authors report fou 
cases in which meningeal hemorrhage occurred in 
the course of labors terminating spontaneously: 

Case 1. The patient was a twenty-year-old pri- 
mipara at term. Labor was normal (second stage 
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lasting one hour) although the pelvis was con- 
tracted. For the first few days the infant nursed 
regularly. Then its temperature rose and there ap- 
peared within a few hours a bulging of the fontanelle, 
trismus, stiffness of the neck, the Kernig sign, and 
contracture of the lower extremities in extension. 
Spinal puncture performed several times withdrew 
a yellow fluid which was under slightly increased 
pressure. The fluid contained numerous erythro- 
cytes. As the mother presented a slightly positive 
Wassermann reaction, anti-syphilis treatment of the 
infant was instituted. Purpuric spots appeared on 
the extremities and death occurred on the tenth day. 
Autopsy showed a purely meningeal hemorrhage 
and hemorrhagic foci in the liver, kidneys, and 
lungs. 

Case 2. The patient was a primipara twenty-five 
years old with a contracted pelvis. A casarean 
section was performed under spinal anesthesia. The 
infant was slow to breathe. Lumbar puncture 
evacuated a bloody fluid. On the third day the 
spinal fluid was xanthochromic and still under in- 
creased tension. Generalized convulsions developed, 
and death occurred on the twenty-sixth day. 

Case 3. The patient was a para-ii with a con- 
tracted pelvis. Labor was induced two weeks before 


543 


term. On delivery, the infant breathed but did not 
cry. In the left temporoparietal region there was a 
slight swelling. This swelling increased in volume 
and the infant was seized with contractures of the 
legs in extreme flexion. Lumbar puncture evacuated 
a bloody fluid. Death occurred two days later. At 
autopsy, a purely meningeal hemorrhage was found. 

Case 4. The patient was a woman twenty-two 
years old at term. The pelvis was slightly con- 
tracted. Premature rupture of the membranes 
occurred. The total duration of labor was twelve 
hours and thirty minutes, and the duration of the 
second stage one hour and thirty minutes. Re- 
suscitation of the infant was difficult. Death oc- 
curred on the second day. Autopsy showed only 
marked hyperemia of the brain and other viscera. 

From these case histories the following con- 
clusions are drawn: 

Although intracranial injury is known to be pro- 
duced by forceps operations, these operations are not 
always responsible. Predisposing causes of hamor- 
rhage such as prematurity, alcoholism in the parents, 
and especially syphilis must be considered. In cer- 
tain cases the meningeal hemorrhage is merely the 
dominating manifestation of a hemorrhagic dys- 
crasia. ALBERT F, De Groat, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Hicks, J. B.: Adenoma of the Adrenal Cortex. New 
England J. Med., 1928, cxcix, 1140. 

Adenoma of the adrenal cortex is a benign epithe- 
lial growth which is quite rare. According to Gib- 
son, it is found about once in from 10,000 to 12,000 
patients admitted to a general hospital. As a rule it 
is discovered only at autopsy although in a con- 
siderable number of cases it produces symptoms. It 
may be mistaken for a hypernephroma. 

One of the most interesting phenomena associated 
with adenoma of the adrenal cortex is virilism. The 
clinical picture of virilism has been recognized since 
ancient times. Hippocrates described two women 
“with virilism, bodies resembling the male, and 
with hair.” 

All adenomata of the adrenal cortex discovered by 
clinical examination have occurred in children and 
women. Symptomless adenomata have been found 
in males at autopsy. 

The tumors range in size from nodules to large 
masses. In their microscopic structure they vary 
from an almost exact reproduction of cortical tissue 
to gland-like spaces or alveoli lined with cylindrical 
or cuboidal cells. As adenomata they do not metas- 
tasize, but they probably often undergo malignant 
change. 

In explanation of virilism several theories have 
been advanced. It is generally accepted that there 
is an internal secretion from the growth which, in 
women, tends to diminish the female and increase 
the male primary and secondary sexual characteris- 
tics. According to Krabbe, this effect is due to the 
origin of the tumor from sex glands of masculine 
type. 

The most common signs in females are those of 
diminished primary and secondary sexual charac- 
teristics with a change toward the male, i.e., the 
growth of a beard, the growth of hair on the chest 
and extremities, and male distribution of the pubic 
hair. The change may be of such a degree as to sug- 
gest hermaphrodism. In boys, there is premature 
development of the external genital organs, and in 
adult males, impotency. A rare sign is pigmentation 
of the skin. 

The condition is to be suspected when, in the case 
of a patient showing signs of virilism, a suprarenal 
mass is demonstrated by physical examination, 
cystoscopy, pyelography, or surgical exploration. In 
young persons the symptoms are usually marked, 
but in a large percentage of cases the diagnosis can 
be made only after microscopical examination of the 
tumor tissue. 

The best treatment so far known is surgical re- 
moval of the tumor. In young persons the operative 


mortality is high, but the benefits of operation are so 
great that surgery should be tried. Early surgical 
intervention is advisable also to prevent malignant 
changes in the benign tumor. 

The author reports the case of a woman forty- 
eight years of age in whom a mass in the left upper 
quadrant of the abdomen was discovered by two 
physicians. One physician diagnosed the mass as an 
enlarged spleen and the other as a tumor of the kid- 
ney. Palpation indicated that the mass was an en- 
larged spleen, but the pyelograms and findings at 
operation suggested that it was a large hyperne- 
phroma. The pathological examination alone settled 
the diagnosis and prognosis. There were no signs of 
virilism, but the skin showed a quite marked gen- 
eralized yellowish-brown pigmentation. The pig- 
mentation disappeared completely soon after re- 
moval of the tumor. J. Epwin Kirkpatrick, M.D. 


King, E. S.: The Urea-Tolerance Test: An Index of 
Renal Function. Arch. Int. Med., 1928, xlii, 877. 


In the author’s investigation of the value of the 
concentration of urea in the blood as an index of 
renal function the subject was kept in bed for a 
period of fourteen hours and during that time was 
allowed 500 c.cm. of fluids. For the proper inter- 
pretation of the changes in the blood urea it was 
necessary to maintain the volume of urine within 
certain limits. No supper was given. ‘The first 
specimen of urine was rejected, but every specimen 
thereafter was saved. An oxalated specimen of 
blood was taken. One gram of urea to ro Ibs. of 
body weight was given in sweetened lemonade. Two 
hours later a second specimen of blood was taken. 
Fourteen hours after the administration of the urea 
the last specimen of blood was taken and the quan- 
tity of urine was measured. 

Sixty-five determinations made in the cases of 
twenty-seven normal subjects showed a sharp in- 
crease in the blood urea between the first and 
second hours after the ingestion of the urea followed 
by a gradual return to the control level at the end 
of the fourteen hours. The maximum concentration 
was reached after about one hour and was as high 
as 15 mgm. In the second hour the variations were 
less marked. The average level was 10.1 mgm. The 
equilibrium level was reached in the second hour. 
The rate of urea excretion was greatest when the 
blood concentration was highest. 

It was decided that the second hour reading was 
of relatively minor importance, but that an increase 
in the urea nitrogen in the blood after the fourteen- 
hour interval was of significance. Variations up to 
2 mgm. above the central level were considered 
within normal limits provided the urine output was 
not over 750 c.cm. 
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In a series of sixteen patients with definitely ab- 
normal urinary findings and definite impairment of 
renal function the blood urea averaged 15.9 mgm. 
two hours after the ingestion of the urea and there 
were individual increases to more than 18 mgm. 
At the end of fourteen hours the average residual 
was 10.3 mgm. In about half of the cases there was 
a polyuria of over 750 c.cm. The ingestion of the 
urea did not influence the clinical condition or cause 
discomfort. In two cases of uremia the blood urea 
continued to rise during the fourteen-hour period, 
an observation demonstrating that the kidneys were 
unable to eliminate not only the urea given but also 
the urea produced by catabolism of the tissues. 
In these cases a relative oliguria developed. 

The determinations. were made also in the cases 
of thirty-one patients with pathological urinary 
findings but with renal function that, according to 
the usual tests, was normal. In cases of acute and 
chronic nephritis, early and mild infections, and 
obstructions, there was moderate retention after the 
fourteen-hour period. 

In a case of compensated heart lesion and in five 
cases of hypertension with negative urinary findings 
the results were normal. In hepatic disease with 
jaundice and ascites and in four cases of pernicious 
anemia there was moderate retention. 

Criaupe D. Pickre.t, M.D. 


Mayrs, E. B.: Renal Function in Unilateral Dis- 
orders of the Kidney. Brit. M.J., 1928, ii, 1028. 


From a study of about fifty cases, Mayrs con- 
cludes that chemical analysis of the urine is not of 
much aid in the differential diagnosis of unilateral 
kidney disorders because various pathological condi- 
tions may have similar effects on renal function. 
However, it seldom fails to show which kidney is 
affected. 

The chief value of chemical analysis of the urine 
lies, not in revealing the presence of calculus or 
tubercle, but in demonstrating the degree of injury 
to the kidney cells. The most important problem is 
to distinguish the reflex diuresis from loss of con- 
centrating power due to inefficiency of the kidney 
epithelium. The kidney which is taken as a normal 
control may not be normal. In most cases the blood 
urea is a safe guide. Tuomas F. Finecan, M.D. 


Fey, B.: The Results of Twelve Operations for the 
Painful Syndrome of Hydronephrosis. The 
Preponderant Réle of Abnormal Arteries 
(Résultats de douze interventions pour syndrome 
douloureux d’hydronéphrose. Réle prépondérant 
des artéres anormales). Arch. urol. de la clin. de 
Necker, 1928, vi, 193. 

The twelve operations reviewed were performed 
for pain indicating intermittent hydronephrosis. 
Theauthor believes that surgery is justified by this in- 
dication alone because a conservative operation is 
possible only if it is undertaken early. 

When the syndrome is not definite, complementary 
indications must be sought. Pyelography may show: 
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1. The degree of dilatation. This is of importance 
only if it is well advanced as pyeloscopy has demon- 
strated that minor dilatations may be purely 
physiological. 

2. A deformity of the renal pelvis due to an ab- 
normal artery. This may consist of a simple nick in 
the shadow, a clear space at the juncture of the 
ureter and pelvis, or a spiral shadow due to rolling 
of the ureter over the abnormal artery. These 
changes are seen, however, only when the dilatation 
is well established. 

Pyelography is therefore of no value in cases that 
can be benefited by a conservative operation, but 
pyeloscopy gives information of importance in early 
cases. In only one of the author’s cases did pyeloscopy 
prove unreliable. In two cases, it revealed a hyper- 
tonic pelvis and irregular contractions with a short 
evacuation time. In three cases, the evacuation time 
was retarded. In six cases, there was complete or 
nearly complete retention. The importance of the 
interpretation of these findings is emphasized. Papin 
and the author have expressed the opinion that com- 
plete retention signifies a complete and permanent 
loss of motility, and for cases with complete retention 
they have advised nephrectomy. However, the 
author’s present attitude is less dogmatic because 
pyeloscopy has shown that the loss of motility of the 
renal pelvis may be only temporary. At the time of 
examination there may be only an inhibition of the 
pelvic contractions. After a nephrectomy for com- 
plete retention, the kidney has been observed to 
contract spontaneously and rhythmically. Chevassu 
has made the same observation in two cases. On one 
occasion the author saw contractions appear after 
section of an abnormal artery and was thereby led to 
preserve the kidney. 

In the treatment of hydronephrosis the first step is 
exposure and exploration of the kidney. Judging 
from the literature and the author’s own experience 
(eight of the twelve cases reviewed), an abnormally 
placed artery is usually found. This has been 
described as a vascular band, an inferior polar 
artery, or an abnormal artery. There are also ab- 
normal arteries of the hilum. In one case the ureter 
was kinked over an ovarian artery. 

As the usual mode of approach disturbs the ana- 
tomical relations so that any kinks of the ureter may 
entirely disappear, the author employs an anterior 
extraperitoneal route (Bazy, Chevassu, Legueu) 
which allows inspection of the kidney without dis- 
turbing it or its pedicle. When the nature of the 
lesion has been determined, the decision between 
nephrectomy and a conservative operation must be 
made. 

The indications for nephrectomy are loss of the 
secretory power of the kidney, revealed by a thinning 
of the renal parenchyma, and loss of the excretory 
function. The latter is difficult to judge. As an 
indication of loss of motility, dilatation of the ureter 
is of more value than dilatation of the pelvis. The 
best procedure seems to be direct stimulation to pro- 
voke contraction of the pelvis after the constricting 
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band has been severed. If contraction occurs, con- 
servative treatment seems justifiable. 

Nephropexy is the operation of choice when there 
is ptosis of the kidney. This was employed only once 
in the cases reviewed. The author is opposed to its 
routine use. 

Section of the artery which is embarrassing the 
pelvic function suffices to cure the retention (cure in 
all of seven cases). Complementary operations 
(nephropexy, plastic operations) are superfluous. 
Theoretically, there is danger of causing an infarct 
by sectioning an artery, but practically, no accidents 
are observed. Because of the technical difficulties 
and the uncertainty of the results, the author has 
never employed any of the plastic operations on the 
pelvis or ureter. 

A complete cure was obtained in nine of the twelve 
cases reviewed. In eight of the cured cases an artery 
was the cause of the symptoms. In one of two cases 
of rotation of the kidney a partial cure was obtained, 
and in the other the treatment failed. In one case no 
lesion was found. Infection was present in two cases. 
In one of these there was a veritable pyonephrosis. 
The fact that both patients with infection were cured 
confirms the author’s opinion that persistence of in- 
fection is directly related to loss of motility of the 
excretory passages. Pyeloscopy shows that motility 
is recovered in all cases after operation. Curiously, 
the notch produced by the artery often persists. 

With regard to the pathogenesis of the hydro- 
nephrosis, the author concludes that the action of 
an abnormal artery is not mechanical but reflex. 
Except for the presence of such an artery, there is 
no congenital cause of hydronephrosis. 

The crises of pain are due to spasms of the muscu- 
lature of the pelvis and ureter occurring between 
intervals of inactivity. 

The author’s twelve cases are reported in detail 
with roentgenograms and anatomical diagrams. 

ALBERT F, DE Groat, M.D. 


Legueu, Fey, and Coidan: Disturbances in the 
Evacuation of the Kidney Pelvis and the 
Recurrence of Calculi (Les troubles d’évacuation 
du bassinet et la récidive des calculs). Arch. urol. 
de la clin. de Necker, 1928, vi, 175. 


There being no way of predicting whether or not 
calculi will recur after pyelotomy or nephrotomy, the 
indications for nephrectomy have been gradually ex- 
tended in recent years. To discover the factors which 
influence the prognosis in nephrolithiasis, the authors 
have re-examined seventeen patients whom they 
operated upon for this condition. 

In ten of the seventeen cases a pyelotomy was 
done; in five, a nephrotomy; and in two, a ureter- 
otomy. The calculi recurred in five cases (27 per 
cent). Three of the recurrences followed pyelotomy 
and two followed nephrotomy. The diagnosis of 
recurrence was made with the X-ray. Four of the 
five recurrent calculi were silent. 

Of the conditions that predispose to recurrence, 
infection comes first. Infection was present in 


fifteen of the seventeen cases. Both of the two 
patients without sepsis remained well. Of the seven 
with infection who had clear urine soon after the 
operation, all remained without recurrence. Of the 
eight who remained infected after operation, five 
suffered a recurrence. 

While the réle of infection is certain, the conditions 
that cause persistence of infection require investiga- 
tion. 

After every operation, efforts should be made to 
sterilize the urinary tract. In a number of cases the 
urine clears rapidly even without treatment, but in 
others which are clinically identical the infection 
persists regardless of any and all therapy. The 
authors have seen calculi develop while the patient 
was receiving weekly irrigations for a colon-bacillus 
pyelitis. In studies of the relation of imperfect 
evacuation of the renal pelvis to the persistence of 
infection, it was found that the infection and re- 
tention paralleled each other. 

Of the authors’ nine patients who were free from 
recurrence and had clear urine, only one showed any 
degree of retention in the renal pelvis. The three 
whose urine remained infected showed retarded 
evacuation of the renal pelvis. Therefore the 
ultimate cause of recurrent calculi appears to be 
retention which acts by maintaining infection. 

In pyeloscopic studies, calculi have been found to 
cause a degree of retention that seems to be entirely 
reflex. Continued retention after operation is as- 
cribed to a functional disturbance of the musculature 
of the pelvis. If a calculus is removed promptly, the 
normal motricity of the pelvis is promptly recovered, 
any infection that may be present is overcome, and 
the patient remains well, but if sclerosis of the kidney 
pelvis has taken place, the tonicity of the pelvis is 
lost, retention and infection persist, and recurrence 
of the calculus is inevitable. These facts may be 
utilized in establishing the prognosis, and the ab- 
sence or presence of a good pelvic motility will en- 
able the surgeon to choose wisely between nephrec- 
tomy and a conservative operation. 

Apert F. De Groat, M.D. 


Kretschmer, H. L., and Randolph, H. S.: Spindle- 
Celled Sarcoma of the Kidney in Adults. Anu. 
Surg., 1928, Ixxxviii, 1033. 

The authors state that, in children, spindle-celled 
tumors are the most common types of renal neo- 
plasms, but in adults they are rare and spindle- 
celled sarcoma is very rare. They report the case of 
a man fifty-five years of age who complained of 
hemorrhoids; pain and swelling of the left testis and 
the left lower quadrant of the abdomen of six weeks’ 
duration; epigastric distress which occurred im- 
mediately after meals and was frequently relieved 
by vomiting; a loss of weight for a period of two 
months; slight frequency of urination, nocturia, 
fever, and sweating of five weeks’ duration; and a 
painful varicocele which had been present for several 
months. The abdominal pain was of a mild dragging 
character and was noted especially after walking. 
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The swelling and pain in the testicle had become 
progressively more marked and constant, and 
radiated to the perineum and anus. 

Examination revealed a hard mass in the left 
flank which extended up to the ribs, across the mid- 
line, and down to a point just below the left anterior 
superior spine of the ilium and moved slightly with 
respiration. A mass was palpable also just above the 
umbilicus. Slight tenderness was present in the right 
flank, but none was noted on fist percussion poste- 
riorly. The urine contained blood and pus. Exam- 
ination of the stools revealed a strong benzidine 
reaction. Fluoroscopy showed the stomach to be 
displaced to the right. In the urine from the left 
kidney the urea was markedly diminished and the 
phthalein test was not readable. The pyelogram of 
the right kidney was normal, but that of the left 
kidney showed a complete block of the renal pelvis. 
A diagnosis of tumor of the left kidney, probably 
hypernephroma, was made. 

Operation revealed a large tumor mass firmly 
adherent to the surrounding structures. Removal of 
the left kidney disclosed large tumor masses both 
above and below the area from which the kidney 
had been removed (lymph-gland involvement). 

The patient recovered from the operation and re- 
mained in good condition for several months but 
died from an extensive local recurrence. Permission 
for autopsy was not obtained. The pathological 
diagnosis was spindle-celled sarcoma. 

Spindle-celled sarcoma of the kidney has been con- 
fused with hypernephroma, but is most difficult to 
differentiate from retroperitoneal sarcoma. The 
case reported in this article is an excellent example of 
the latter difficulty as the tumor had almost com- 
pletely replaced the kidney. The point of origin of 
the sarcoma is difficult to establish. 

Hematuria is frequently absent when the tumor 
develops from the capsule, but is generally present 
when the tumor is of stromal and epithelial origin. 
Varicocele and hemorrhoids are the most trouble- 
some complications. Varices may be found in the 
bladder. In cases of kidney tumor, ‘‘symptomatic” 
varicocele is of special significance. Loss of weight 
sicommon. A pre-operative diagnosis of sarcoma 
of the kidney as differentiated from other types of 
kidney tumor is practically impossible. 

Louis NEUWELT, M.D. 


Henline, R. B.: A New Method of Paravertebral 
Anesthesia for Kidney Operations. Report of 
Thirty-Three Cases. J. Urol., 1929, xxi, 27. 

Jeck, H. S.: Nephrectomy under Spinal Anzs- 
thesia, with Particular Reference to Nephrec- 
tomy in Renal Tuberculosis. J.Urol., 1929, xxi, 


61. 

Ockerblad, N. F., and Dillon, T. G.: Ephedrine— 
Controlled Spinal Anesthesia. J. Urol., 1929, 
XXl, 77- 


HENLINE calls attention to the fact that in renal 
operations the margin of safety is less than in most 
surgical procedures because one of the organs of 
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elimination is either removed or considerably em- 
barrassed. It is still further reduced by the use of 
general anesthesia. With paravertebral anesthesia 
it is possible to operate in cases in which the function 
of the: kidneys is so defective as to render the risk 
of general anesthesia very great. Regional anes- 
thesia causes fewer deaths than inhalation anes- 
thesia. 

In the author’s method of inducing paravertebral 
anesthesia the posterior roots of the spinal nerves 
are injected with a solution of procain at or near 
their point of exit from the vertebral column. Only 
the nerves which supply the operative field are in- 
jected. It is rarely necessary to use more than 1.5 
gm. of procain. A 1 per cent solution of procain 
causes no vasodilatation or vasoconstriction and as 
procain is destroyed very rapidly in the liver and 
has no after-effects it is a very safe anesthetic, pro- 
vided sufficient time is taken for its administration. 

The use of adrenalin for regional anesthesia has 
been discontinued by Henline because it is not 
free from danger, it increases the toxicity, and 
anesthesia of sufficiently long duration can be in- 
duced without it. 

The needle used for the induction of regional 
anesthesia should be flexible but should not bend, 
and should be long enough so that it will not be 
entirely buried in the tissues when the deepest in- 
jection is made. 

Before the regional injections are begun, Henline 
gives three hypodermic injections of 4% gr. of mor- 
phine sulphate in 2 c.cm. of a 50 per cent solution of 
magnesium sulphate with procain after the method 
of Gwathmey. These injections are given at half- 
hour intervals. 

For the paravertebral anesthesia a 1 per cent 
solution of procain without adrenalin is used. This 
solution is injected both above and below the trans- 
verse processes of the eighth dorsal to the second 
lumbar vertebrz, inclusive. Five cubic centimeters 
are injected above and below each nerve except in 
the case of the two lumbar nerves, for which 10 
c.cm. are used. Complete anesthetization of the 
ilio-inguinal and iliohypogastric nerves is of great 
importance in renal surgery. Two nerves are in- 
jected through one skin puncture. 

Henline uses also the posterior method of splanch- 
nic analgesia devised by Kappis. He employs this 
method for manipulations of the kidney. In addi- 
tion, the line of the incision is infiltrated subcutan- 
eously with the 1 per cent procain solution. 

If weakening of the pulse is noted during the ad- 
ministration of the procain, which is not unusual, 
the induction of the anesthesia is stopped and a 
hypodermic injection of 10 m. of a 1:1,000 solution 
of adrenalin or from 5 to 10 gr. of a solution of 
caffein sodium benzoate are given immediately. 
These measures have always proved sufficient to 
restore the quality of the pulse to normal within a 
short time. 

Fluids are given before, during, and immediately 
after the operation. The administration of fluids is 
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very important in renal surgery as it prevents tem- 
porary dehydration with disturbance of kidney 
function. 

By the combined anasthesia described, Henline 
obtained successful results in 50.6 per cent of eighty- 
one cases. In forty-four cases additional anesthesia 
was required. For operations lasting an average of 
forty-two and two-tenths minutes, an average of 
120.6 c.cm. of 1 per cent procain was used. 

Jeck believes that spinal anesthesia is better for 
nephrectomy than any other form of regional 
anwsthesia. It necessitates less experience on the 
part of the anesthetist, it requires much less time 
and much less manipulation and therefore spares 
the nervous system of the highly neurotic patient, 
and it is satisfactory in a higher percentage of cases 
than other forms of regional anesthesia. In renal 
tuberculosis it is better than general anesthesia for 
nephrectomy because it spares the lungs, it has no 
apparent effect on the kidneys, it is associated with 
less danger of dissemination of the toxic material 
as it usually requires much less handling of the 
kidney, and it is seldom, if ever, followed by the 
very distressing type of ileus which so frequently 
follows kidney operations performed under general 
anwsthesia. 

In twenty-one cases Jeck used either novocain, 
Pitkin’s solution (z00-mgm. dose of novocain), or 
neocain. The site of injection was the space between 
the twelfth dorsal and first lumbar vertebra or that 
between the first and second lumbar vertebra. In 
some of the cases, Jeck used ephedrine to prevent the 
marked drop in the blood pressure which almost 
always follows the intraspinal injection of novocain. 
He obtained better results with Pitkin’s solution 
than with novocain alone. Not much attention was 
paid to the blood pressure unless vomiting, sudden 
pallor, or an increase in the respiratory movements 
occurred. When such signs developed, ephedrine 
or adrenalin was used and the patient placed in the 
Trendelenburg position. 

OcKERBLAD and DILLon report on the use of 
ephedrine in 250 cases of spinal anesthesia. They 
state that in patients subjected to spinal anesthesia, 
a circulatory collapse occurs which varies in degree 
according to the patient’s age, the stability of the 
circulation, the blood pressure, the amount of pro- 
cain introduced into the subdural space, the length 
and severity of the operation, and the patient’s 
nervous and general physical condition. There can 
be no doubt that this is due to paralysis of the 
splanchnic nerves which is produced by the procain 
and is followed by dilatation of the splanchnic ves- 
sels causing them to act as a reservoir for nearly all 
of the blood in the body. It was to combat this 
condition that the authors began the routine use of 
ephedrine. The pharmacological action of adrenalin 
and ephedrine is somewhat the same, but ephedrine 
produces a sustained increase in the blood pressure, 
both systolic and diastolic. 

In cases of hypotension the authors give ephedrine 
long enough before the administration of the procain 


to raise the blood pressure from 20 to 30 mm. above 
normal for the patient. As soon as a tendency to- 
ward a fall in the blood pressure is noted during the 
spinal anesthesia, 0.05 gm. of ephedrine is given 
at intervals of from three to five minutes until the 
pressure rises. When the summit of the rise is 
reached, the tendency toward a fall is combated in 
the same manner. Jacos S. Grove, M.D. 


Serra, G.: Ureterovenous Anastomosis and Its 
Effects, Particularly with Reference to the 
Production of Urzmia (L’anastomosi uretero- 
venosa e le sue conseguenze specialmente in rapporto 
con ja genesi dell’uremia). Arch. ital. di chir., 1928, 
XXil, 137. 

In experiments on dogs in which Serra estabiished 
a unilateral anastomosis between the ureter and the 
iliac vein, he found that in a certain percentage of 
the animals the opening remained permeable for a 
considerable length of time, but in others was 
promptly occluded by a thrombus. In the latter, his 
findings agree with those of Bruecke. In the animals 
with occlusion the late effects were those of hydro- 
nephrosis. In those in which the opening remained 
permeable, Serra did not see the rapidly fatal 
uremic symptoms described by Bruecke. Instead, 
he found inflammatory and degenerative changes in 
the liver and kidneys and progressive general de- 
pression with a moderate increase in the amount of 
urea in the blood. However, the behavior of the 
xanthoprotein reaction was by no means constant. 
These findings show that, contrary to the opinion of 
Bruecke and others, a direct flow of urine into the 
blood can be borne for some days (as long as ten 
days in the author’s experiments). 

The symptoms and pathological lesions are ex- 
plained by changes in the blood and the establish- 
ment of a vicious circle as a result of the disturbance 
of the excretory function. The findings do not 
justify the assumption that there is a nephrogenic 
toxin. When the renal and hepatic lesions have been 
once produced by the disturbance of exchange be- 
tween the blood and urine, the products of dis- 
integration of the parenchymatous cells contribute 
still further to the damage by their toxicity. 

Histological examination of the anastomosis 
showed changes in the structure of the wall of the 
vein; the venous endothelium was destroyed and in 
some instances there was proliferation of the 
ureteral endothelium on the inner surface of the vein 
with destruction of muscle cells and signs of inflam- 
matory infiltration in the media and adventitia. 
The thrombus was usually organized and had a canal 
through it. Sometimes it developed in successive 
layers. Auprey G. Morcan, M.D. 


Trattner, H. R.: Ureteral Activity in Some Patho- 
logical Conditions, Studied by the Graphic 
Manometric Method. Arch. Surg., 1928, xvii, 968 


The author describes a sensitive instrument for 
the graphic manometric study of ureteral peristalsis 
by means of which ureteral activity may be recorded 
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without obstructing the escape of urine. The 
method is adaptable to the intact unexposed human 
ureter as well as to the exposed or excised animal 
ureter and causes minimal inconvenience to the pa- 
tient and operator. 

The outflow of urine is controlled by a needle- 
valve adjustment in order to establish the degree of 
peripheral resistance at which contractions are best 
maintained and to’simulate intravesical pressures. 
The upper, lower, and middle portion of the ureter 
may be examined separately by placing the end of 
the catheter at the desired level. In clinical cases 
the activity of the ureter of one side is tsually com- 
pared with that of the other by using one manome- 
ter alternately. However, simultaneous records of 
both ureters have been made with two manometers, 
and in bilateral ureteral duplication with four. 

The ureter seems to possess two chief types of 
waves, namely, the small, rapid pendulum move- 
ments that are not concerned with the propulsion of 
urine, and the slower, more powerful peristaltic con- 
tractions that are usually accompanied by an out- 
flow of urine. These waves vary in configuration. 
There are tonus variations, tonic and spastic con- 
tractions, and changes of rhythm. The waves may 
be: (1) complete, i.e., pass along the entire length of 
the ureter; (2) incomplete, i.e., arise in the renal pel- 
vis but disappear before reaching the bladder; or (3) 
local, i.e., confined to a small segment of the ureter. 

The problem of effective ureteral drainage is not 
necessarily one of mechanical ureteral obstruction. 
Ureteral obstruction may be of the dynamic variety 
in which there are hypertonus, spasm, etc., or of the 
adynamic type in which there is hypotonus, atony, 
atrophy, or paralysis. Under such conditions normal 
renal physiological activity is impaired by the loss of 
a functionally competent ureter. Incompetency of 
the ureteral musculature will account for the uni- 
lateral dilatation sometimes seen when the obstruc- 
tion is distal to the ureter, and for the resistance to 
treatment in many cases of ureteropyelitis. 

A test of ureteral competency is made when spon- 
taneous peristaltic activity seems to be absent, since 
under such conditions the ureter may be either 
merely quiescent or incapable of contracting. The 
test is made by injecting fluid into the ureter. If the 
ureter is capable of contracting, energetic attempts 
at expulsion are elicited. The motor response varies 
according to the degree of ureteral involvement and 
is designated as strong, moderate, feeble, or absent. 

The role of congestion of the female ureter in sim- 
ple ureteritis is discussed. Whether the increased 
blood flow to the lower female ureter causes a 
mechanical impediment to urinary drainage through 
congestion or oedema or the increased vascularity is in 
itself sufficient to modify ureteral peristalsis to such 
a degree as to give rise to a dynamic type of obstruc- 
tion by reason of the hypertonic state of the ureter is 
not definitely known. 

The manometric tracings allow classification of 
ureteritis into the three following varieties according 
to the degree of ureteral activity: 
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1. First degree ureteritis: hyperactivity, hyper- 
tonus. Cases in this division are those in which an 
irritative early toxic or inflammatory process is pres- 
ent. There is usually acute, colicky pain, and vagi- 
nal examination reveals tenderness along one or 
both ureters. The manometric tracing shows a 
marked increase in the amplitude and rate of the 
peristaltic waves or prolonged tonic (spastic) con- 
tractions. There is a strong motor response to the 
intra-ureteral injection of fluid, the patient com- 
plaining of severe pain when only a small quantity 
such as from 2 to 5 c.cm. is gently injected. In ure- 
ters in this class normal activity may be regained or 
the condition may progress to the second degree. 

2. Second degree ureteritis: hypotonus, atonia. 
Cases in this division are those in which ureteral 
activity is being, or has been, interrupted by toxic 
factors, inflammatory infiltration, or thinning of the 
muscular coats by dilatation. The pain is more con- 
stant and dull. On vaginal examination, one or both 
ureters are palpable and tender to pressure. The 
manometric tracing shows either a marked decrease 
in the amplitude or total abolition of the peristaltic 
contractions. There is either a feeble or no motor 
response to the intra-ureteral injection of fluid. In 
ureters in this class activity may be regained or the 
condition may progress to permanent paralysis. 

3. Third degree ureteritis: paralysis. Cases in 
this division are those in which peristaltic ureteral 
activity has been permanently abolished because of 
extensive inflammatory infiltration (fibrosis) or be- 
cause of thinning of the muscular coats by marked 
dilatation (atrophy). On vaginal examination the 
ureter is usually found to be thickened and may or 
may not be tender to pressure. The manometric 
tracing shows complete absence of peristaltic ac- 
tivity, and there is-no response to the intra-ureteral 
injection of fluid. This type of ureteritis is usually 
secondary to tuberculosis, calculous disease, diffuse 
fibrosis, etc. 

Manometric tracings have been made in the follow- 
ing conditions: (1) normal; (2) hydro-ureter and hy- 
droney hros is; (3) lithiasis; (4) after uretero-lithotomy 
or after the spontaneous passage of a ureteral stone; 
(5) cord bladder; (6) bilateral complete duplication 
of the urcters (simultaneous records of all ureters) ; 
and (7) ureteritis of various degrees, tuberculous and 
non-tuberculous. 

In some cases the manometric tracings represent- 
ing the condition of the ureter have been confirmed 
by the gross and microscopic examinations of the 
specimen, and in others by roentgenograms made 
following the injection of an opaque solution. 

The author draws the following conclusions: 

1. Relief of symptoms in patients who have ure- 
teritis or ureteropyelitis appears to occur simultane- 
ously with the recovery of ureteral activity, but 
aggravation of the disease seems to be concomitant 
either with ureteral hyperactivity or with the loss of 
peristaltic contractile ability. 

2. Mechanical ureteral obstruction cannot be dis- 
sociated from functional ureteral impairment, but 
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there may be loss of function in the absence of me- 
chanical interference. 

3. Manometric tracings are of aid in the detection 
of early as well as late disturbances of ureteral func- 
tion; in the diagnosis of dilated ureter and pelvis 
with or without opaque studies; in the decision as to 
which ureter should be injected with an opaque 
solution when there appears to be no difference be- 
tween the two sides; and in the determination of 
involvement of the ureter by tuberculosis, calculous 
disease, tumor, etc. 

The types of ureteritis are fully elaborated with 
case histories which are illustrated by manometric 
tracings, roentgenograms, and operative specimens. 

J. Epwin Kirkpatrick, M.D. 


BLADDER, URETHRA, AND PENIS 


Hunt, V. C.: Malignant Disease in Diverticula of 
the Bladder. J. Urol., 1929, xxi, 1. 


While primary malignant disease of the bladder 
associated with a bladder diverticulum and with or 
without secondary involvement of the diverticulum 
is not common, it occurs more frequently than 
primary malignancy in a diverticulum without in- 
volvement of the bladder. 

Hunt cites eight cases of primary malignant dis- 
ease confined to a diverticulum of the bladder which 
have been reported in the literature, four cases in 
which he operated himself, and one case which was 
operated upon by Judd. 

Diagnostic features in the cystogram are the pro- 
jection of tumor tissue through the orifice of the 
diverticulum into the bladder and a filling defect in 
the diverticulum. 

The surgical removal of a diverticulum with 
malignancy is the same as that of a diverticulum 
uncomplicated by malignancy. Extravesical extir- 
pation is suggested as a means of completely remov- 
ing the growth with minimal risk of transplanting 
malignant tissue. In the absence of extravesical 
extension, the results of extirpation of the diverticu- 
lum, so far as cure is concerned, should be better 
than those of removal of primary malignant dis- 
ease of the bladder. 

The specimens from the cases reported by the 
author were found to be squamous-celled epithelio- 
mata of a high grade of malignancy according to 
Broder’s classification and similar to squamous-celled 
epitheliomata primary in the bladder. 


Moorhead, S. W.: Keeping the Patient Dry After 
Vesical Operations. Pennsylvania M. J., 1928, 
XXxxii, 155. 

To keep the patient dry after a vesical operation 
it is necessary to suture the bladder carefully about 
the drainage tube inserted at the time of the opera- 
tion. The best drain is 4%-in. tubing moulded by 
being boiled on a form. The tubing should be firmly 
strapped close to the abdomen over a few layers of 
gauze and tightly joined to a piece of 14-in. tubing 
leading to a bottle at the side of the bed. 


After removal of the initial tube the collection of 
urine is more difficult. Attempts to absorb the 
urine by means of large gauze dressings are rarely 
successful. At this time three methods are appli- 
cable: suction drainage by the open method, the 
application of a gutta-percha or rubber-dam dress- 
ing, and the use of one of the various types of drain- 
age box or cup. 

For suction drainage, some mechanical apparatus 
to suck air must be available. The author has ob- 
tained satisfactory results with the Sprengel pump, 
a pump driven by a small electrical motor, and an 
intermittent water-syphon pump of the Dawborn 
type. 

The gutta-percha or rubber-dam dressing con- 
sists of gauze and cotton surrounded by gutta-percha 
or a rubber dam except at the operative wound. To 
make a water-tight joint between the skin and the 
tissue the wound is surrounded by adhesive cement. 

Among the collecting devices that have proved 
satisfactory are those advocated by Thomas, Irving, 
and Muschat. Tuomas F. Frnecan, M.D. 


GENITAL ORGANS 


Flandrin, P.: Posterior Urethroscopy in the Diag- 
nosis and Treatment of Chronic Prostatitis (De 
lurétroscopie postérieure dans le diagnostic et le 
traitement des prostatites chroniques). Arch. urol. 
de la clin. de Necker, 1928, vi, 165. 


This report is based on a study of 200 cases of 
chronic prostatitis. Most of the examinations were 
made with the MacCarthy cysto-urethroscope and a 
few with the instrument of Heitz-Boyer and that of 
the author. 

The use of urethroscopy in prostatitis on a large 
scale has made possible the isolation of a certain 
number of cystoscopic signs which are characteristic 
of the lesion. These signs consist of deformities of 
the prostate resulting from the infection and consti- 
tute a mechanical syndrome. They are: 

1. An increase in the length of the prostatic ure- 
thra to which both the segment above and below the 
verumontanum contribute. 

2. An abnormal projection of the posterior border 
of the bladder neck which to a greater or lesser de- 
gree obscures the trigone and the ureteral orifices. 

3. Effacement of the lateral grooves of the pros- 
tatic urethra. 

4. Intra-urethral projection of the lateral lobes 
which is more or less prominent and nearly always 
irregular in contour. 

The two lateral projections are usually of small 
size and are easily distinguishable from the deformity 
produced by an adenoma. In the differentiation of 
the two conditions the patient’s age and the results 
of the rectal examination must be considered, but it 
should be borne in mind that in chronic prostatitis 
the lengthening of the urethra occurs both below and 
above the verumontanum whereas in cases of ade- 
noma only the upper segment of the prostatic ure- 
thra is affected. 
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The group of signs cited is not always complete. 
There may be only a projection of the posterior bor- 
der of the neck, or again, only a lengthening of the 
urethra. The projection of the lateral lobe with 
effacement of the corresponding groove may occur 
only on one side. These mechanical changes were 
found in 27 of the 200 cases studied. 

The presence of inflammation of the glandular 
orifices is a valuable sign. These may constitute true 
cavities and should be looked for in the lateral 
grooves and in the fossa immediately above the 
verumontanum. They were found in 36 of the cases. 

The signs described are rarely found alone. There 
are usually changes in the mucosa of the posterior 
urethra. These are classified by the author as: (1) 
chronic posterior urethritis with colliculitis, (2) pos- 
terior urethritis without colliculitis, and (3) collicu- 
litis without involvement of the urethra elsewhere. 

Changes of the first type were present in 168 of the 
cases studied. The inflammation was nearly always 
limited to the posterior urethra. When the anterior 
urethra was involved, the inflammation there was 
much less intense. 

The pathological changes observed in the mucosa 
of the posterior urethra are: 

1. Simple congestion—an increase in the size and 
number of the submucous vessels with or without 
ecchymosis. 

2. Diffuse edema. The mucosa is uniformly red 
but distinct vessels are not visible. 

3. Organized oedema, characterized by the devel- 
opment of very vascular, globular vesicles implanted 
on a broad base. 

4. Irregular, fleshy vegetations which bleed at the 
slightest touch. 

5. Small circumscribed, intensely red granulations 
and ulcerations. These two lesions are quite rare. 
The ulcerations are difficult to discover because of 
the exudate that is always present. 
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6. A cicatricial aspect of the deep urethra. This is 
still more rare. 

The same classification may be applied to the le- 
sions of the verumontanum. 

Isolated lesions of the verumontanum are uncom- 
mon. The author questions the theory that the state 
of the verumontanum reflects the state of the semi- 
nal vesicles. In the cases reviewed no such relation- 
ship was noted. 

Only 13 of the 200 patients were free from lesions 
of the posterior urethra. 

After describing and classifying the endoscopic 
findings, the author discusses the treatment. The 
treatment must be directed to both the glandular 
infection and the posterior urethritis. For the pros- 
tatitis proper, the standard treatment is found to be 
eminently satisfactory but may be supplemented to 
advantage by the use of stock or autogenous vac- 
cines, the application of the high-frequency current 
by way of the rectum (technique of Morgenstern and 
Marcel), and radium irradiation. 

The treatment of the posterior urethritis varies 
with the lesion. In simple congestion, urethrovesical 
irrigations with argyrol or mercuric cyanide and 
instillations of 0.5 per cent silver nitrate are benefi- 
cial. In diffuse oedema, the use of the monopolar 
current applied with a glass urethral electrode and 
irrigations are indicated. In organized lesions the 
high-frequency, bipolar current should be applied 
through the urethroscope. 

To avoid accidents due to infection, the urethro- 
scopic applications should be preceded by a long 
preliminary treatment by irrigations, etc. For the 
urethroscopic treatment the patient should be hos- 
pitalized. 

The results of treatment rigorously applied are 
uniformly good. Of -31 patients presenting advanced 
lesions, all were treated successfully. 

ALBERT F. DE Groat, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Diveley, R. L.: Anterior Poliomyelitis: A Study of 
the Acute Stage with Special Reference to the 
Early Diagnosis and Treatment. J. Bone & Joint 
Surg., 1929, Xi, 100. 

Of 185 cases of anterior poliomyelitis which 
occurred in the epidemic of 1923, 77 per cent de- 
veloped during the months of July, August, and 
September. Eighty of the patients were under four 
years of age, seventy-one were between the ages of 
four and fifteen years, and thirty-four were over 
fifteen years of age. There were thirty-eight deaths, 
a mortality of 20 per cent. 

In the upper extremities the paralysis was first 
noted in the proximal groups of muscles and ex- 
tended distally, and recovery occurred in the 
opposite direction. ‘The deltoid was the muscle most 
often affected and least likely to show regeneration 
to normal. In the lower extremities, the paralysis 
began in the distal groups of muscles and extended 
proximally, recovery occurred in the opposite 
direction, and the muscle most frequently affected 
was the tibialis anticus. 

In only 12 of the cases was a spinal puncture made 
for diagnosis or treatment. It is noteworthy that 
when spinal drainage was done and.repeated to keep 
the intraspinal pressure down the acute symptoms 
often disappeared immediately, the paralysis was 
light, and recovery was rapid. 

None of the patients was given human con- 
valescent serum or the immunized horse serum of 
Rosenow. In a very large percentage of the cases 
the diagnosis of poliomyelitis was not made until 
after the development of paralysis. 

Of 14 cases studied by the author during the 
epidemic of 1925, 4 were treated medically and 10 
with serum and spinal drainage. In the cases in 
which Rosenow’s serum was used recovery was more 
rapid and the paralysis less marked and extensive 
than in the untreated cases. The effect of spinal 
drainage on the acute symptoms was almost 
phenomenal, the symptoms disappearing for the 
most part very soon after the drainage and recurring 
only when the spinal pressure was again raised above 
the normal. The death rate was much smaller in 
the treated series. 

In experimental studies on monkeys it was found 
that the animals could be immunized against an 
active virus of poliomyelitis by human convalescent 
serum and the anti-streptococcus serum of Rosenow, 
but the immunization was much more complete 
when human convalescent serum was used. 

In conclusion the author states that the treatment 
indicated for the first or active stage of acute 


poliomyelitis is absolute rest, general treatment for 
fever, early and frequent spinal drainage to keep the 
spinal pressure down, and the intravenous or intra- 
muscular administration of specific serum. 

Ropert C. LoNeRGAN, M.D. 


MacAusland, W. R.: Deformity in Infantile Paraly- 
sis: Its Prevention and Correction. New England 
J. Med., 1929, cc, 18. 

For the prevention of deformity in infantile 
paralysis the limbs should be placed in a position 
which will relax the paralyzed muscles. In most 
cases the foot should be at a right angle, the knee in 
extension, the hip in abduction, the elbow at a right 
angle, the shoulder in abduction, and the wrist in 
hyperextension. These positions may be maintained 
by light plaster casts or well-fitted braces. In cases 
of paralysis of the back, the use of a plaster shell 
with the spine in slight hyperextension is advisable. 
While the limbs are in the casts, undue atrophy of 
the muscles may be prevented by massage and 
exercise. 

The method by which deformity is corrected de- 
pends upon the degree of the deformity. Slight 
contractures of the soft tissues and very early bony 
deformities may be corrected by manipulation. In 
most cases tenotomies should be avoided until 
manipulative treatment has been given a thorough 
trial. Operations of consequence should be delayed 
until at least two years after the acute stage of the 
disease and until the child is at least seven years old. 
Tendon transplantations have proved unsatis- 
factory as a rule, but are of value in conjunction 
with stabilizing operations on bones. They may 
give successful results also in selected cases of 
paralysis of the arm and hand, in which weight- 
bearing is not required. 

In cases of extreme deformity it is necessary to 
attack the bone to secure correction and maintain a 
stabilized new position. The foot is the most com- 
mon site of such deformities. Of the many methods 
suggested for the correction of severe deformities of 
the foot, astragalectomy and subastragaloid arth- 
rodesis are used most frequently. Astragalectomy is 
the method of choice for talipes calcaneovalgus, and 
is a very good operation also for flail foot, equinus, 
equinovalgus, severe claw foot, and certain cases of 
valgus and varus deformity. When properly per- 
formed, it shifts the weight of the body forward on 
the foot by displacing the foot backward under the 
leg. Restoration of balance by this means is es- 
pecially successful when the peroneal tendons are 
transplanted into the tendon of Achilles in con- 
junction with astragalectomy. 

Subastragaloid arthrodesis is a good operation for 
milder cases of varus, valgus, and calcaneus. It is 
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best done after the twelfth year of age. Lateral de- 
formity is prevented by fixation of the subastragaloid 
joints, and balance is restored by backward dis- 
placement of the foot. 

Arthrodesis of the shoulder may be done in cases 
with strong scapular muscles and paralysis of the 
deltoid and other shoulder muscles. When the 
shoulder is arthroded in from 50 to 60 degrees of 
abduction and from to to 15 degrees forward from 
the sagittal plane, the substitution of the scapular 
movement provides good function. 

In paralysis of the back muscles with increasing 
deformity, fusion of the spine is indicated. 

WiciiaM A. CrarKk, M.D. 


Juengling, O.: Osteitis Tuberculosa Multiplex 
Cystoides. Also a Contribution on Tuberculids 
of Bone (Ueber Ostitis tuberculosa multiplex 
cystoides, zugleich ein Beitrag zur Lehre von den 
Tuberkuliden des Knochens). Beitr. 2. klin. Chir., 
1928, cxliii, 401. 

Juengling presents a detailed description of 
osteitis tuberculosa multiplex cystoides, reviews 
forty-six cases reported in the literature, and reports 
in detail nine cases of his own. 

The disease is often associated with two skin dis- 
eases, lupus pernio and the sarcoid of Boeck which 
are similar to each other both clinically and histo- 
logically. In the former, bone changes are common, 
but in the latter they are less frequent. The bone 
disease may develop also without skin changes or 
may affect the skin secondarily. Hygromata in the 
tendon sheaths and bursa are common associated 
lesions. 

Osteitis tuberculosa multiplex cystoides occurs 
most frequently in the basal and middle phalanges 
of the fingers and toes, the metacarpals, terminal 
phalanges, and metatarsals, and the root of the nose. 
Only occasionally does it affect the long bones. 

It begins in youth, puberty seeming to establish a 
predisposition to it. It usually develops with in- 
flammatory swelling and rheumatoid pains, and 
spreads by attacks. In the affected thickened parts 
of the limbs the dorsal veins are prominent and the 
skin becomes bluish-red. On further progress of the 
condition, granulations may rupture through the 
skin. There is no suppuration, and the mobility of 
adjacent joints is not disturbed. In some cases 
superficial efflorescences from the skin are present 
from the beginning. Frequently the patient is very 
sensitive to cold. Occasionally there are trophic 
changes in the nails from the disturbance of the 
circulation. In very severe cases mutilation results. 

The roentgenogram reveals rarefication of the 
bone beginning in the marrow. The bone shows a 
honeycomb structure with spotty lighter areas like 
punched-out holes which are diffuse or localized in 
circumscribed areas and are particularly numerous in 
the heads of the phalanges. 

The diffuse type represents a florid initial stage, 
and the circumscribed type a healing form of the 
condition. Between these there are transition types. 
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In a third type, with a slow course, the roentgeno- 
gram shows diffuse finely spotted light areas, a 
delicate lattice structure of the bone. In the 
author’s opinion, marked destruction occurs in the 
diffuse form with large spots. 

Sclerosis is of relatively little importance, and as a 
rule there is no periosteal irritation although slight 
bony swellings are observed. Sequestrum formation 
and disturbances of growth do not occur. Rupture 
into a joint is very rare, but arthritic irregularities 
may form when the condition is of long standing. 

With regard to the pathological anatomy and the 
etiology of the disease, the author states that under 
certain conditions the body reacts to the virus of 
tuberculosis in a typical special form, the chief 
characteristics of which are a negative tuberculin 
reaction and the formation of tuberculous nodules 
from epithelioid cells and fibroblasts with a few 
marginal lymphocytes, with or without Langhans 
giant cells, but always without caseation. This type 
of reaction is most common in the skin (lupus pernio 
and Boeck’s sarcoid), but may affect also the deeper 
layers of the connective tissue, the bursa, the tendon 
sheaths, and, in the typical form, the bones, especially 
the metacarpals, metatarsals, and phalanges, in the 
form of central bone foci which cause more or less 
destruction of the bone without producing any signs 
of periosteal irritation. In the roentgenogram, the 
bone foci appear like cysts and are always multiple. 
The disease may develop in the same typical reaction 
form also in the internal organs in association with 
ordinary tuberculosis. 

The condition must be differentiated from spina 
ventosa, osteitis fibrosa, lues, lepra tuberosa, and 
enchondromata. Particularly lues in the tabetic and 
paralytic stages and lepra tuberosa may present very 
similar roentgen -findings. When the diagnosis is 
difficult, the efflorescences of the skin may be of 
great aid. 

The course of the disease is usually chronic. ‘The 
bone changes have only a very slight tendency to 
heal. 

It has not been determined whether any thera- 
peutic measure will be effective in this condition. In 
a few cases treated by roentgen irradiation the skin 
foci have receded markedly, but the bone foci have - 
remained uninfluenced. Koenic (Z). 


Albee, F. H.: The Principles of the Bacteriophage 
Applied to Osteomyelitis. Jnternat. J. Med. & 
Surg., 1929, xlii, 1. 

Albee discusses the Orr method of treating 
osteomyelitis and reports several cases in which it 
was used. He believes that when the tissues are 
bathed by exuding pus retained in situ by a plaster- 
of-Paris bandage an immunizing reaction is produced 
at the site of infection. D’Herelle calls the trans- 
missible lytic principle a “bacteriophage” and be- 
lieves that it brings about changes which increase 
phagocytosis. 

In Albee’s opinion, the Orr treatment reduces 
the tension and bathes the infected zone with an 
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increasing concentration of bacteriophage so both 
dissociation and phagocytosis of the infecting 
organisms are accelerated. Paut C. Cotonna, M.D. 


Durman, D. C.: Myeloma of the Spine. Axn. Surg., 
1928, Ixxxviii, 975. 

The author reports a case of multiple myelomata 
in which the primary growth was believed to be in 
the spine. 

He states that the outstanding symptom in all 
cases of spinal myeloma is pain due to erosion of the 
periosteum from within and pressure upon the nerve 
roots following collapse of the vertebra. The next 
most characteristic clinical sign is a progressive de- 
formity resulting in a posture in which the abdomen 
protrudes, the shoulders are held back, the head is 
held forward, and the feet are wide apart. 

The laboratory findings include a secondary 
anemia with frequently a leucocytosis. On account 
of the extensive medullary involvement which is 
often present, a blood dyscrasia is not surprising. 
Bence-Jones bodies are probably present in the 
urine at some time in all cases, but frequently they 
are not found and they are not essential for the 
diagnosis. 

In the author’s opinion, the most valuable 
diagnostic aid is the roentgen ray. In the roent- 
genogram, all bones except the vertebra have a 
typical ‘“‘worm-eaten” appearance with numerous 
areas of decreased density. This finding is especially 
marked in the skull. In the spine, there is extensive 
rarefaction with flattening of the vertebral bodies 
but little or no narrowing of the intervertebral 
cartilages. CuesTerR'C. Guy, M.D. 


Pittoni, E.: An Enchondroma of the Right Trans- 
verse Process of the First Lumbar Vertebra Re- 
vealed by Roentgen Examination (Encondroma 
dell’apofisi trasversa destra della prima vertebra 
lombare messo in evidenza con l’indagine radio- 
logica). Riforma med., 1928, xliv, 1208. 

The patient whose case is reported was a man 
twenty-five years of age with a negative history. 
When examined for the army, he was dismissed on 
account of gibbus. In February, 1926, he began to 
have slight pain at the base of the right thorax near 
the spinal column. This pain was continuous. At 
first it was not very intense, but it increased in 
severity until finally there were paroxysms of severe 
pain radiating to the right thigh. There was no 
fever, emaciation, or loss of appetite. The patient’s 
physician sent him to the hospital for the application 
of a plaster cast for Pott’s disease. 

Inspection revealed a tumor with its left boundary 
almost on the line of the spinous processes, its right 
side a little beyond the midscapular line, its top at the 
level of the twelfth rib, and its base below a trans- 
verse line passing through the spinous process of the 
third lumbar vertebra. The neoplasm was oval, 
hard, smooth, and fixed to the deep tissues. It did 
not change position with movements of the trunk. 
The skin over it was normal. Palpation was not 


painful. Exploratory puncture was negative. Roent- 
gen examination showed that the transverse process 
of the first lumbar vertebra had disappeared while 
that of the second was shortened and deformed as if 
by a weight resting upon it. There was an opaque 
zone in the region of the tumor, into and around 
which the author injected lipiodol. The examination 
with lipiodol showed that the tumor originated from 
the right transverse process of the first lumbar 
vertebra, that it had a thick capsule, and that there 
were cystic spaces in its center. 

The neoplasm was removed on November 20 under 
tropococain spinal anesthesia. Examination showed 
it to be an enchondroma with cystic degeneration in 
the center. 

The patient was discharged as cured at the end of 
two weeks. A year later he was in excellent con- 
dition with no symptoms to indicate either local re- 
currence or metastasis. AupreY G. Morcan, M.D. 


Guillaume-Louis: The Anatomical Findings in a 
Case of Rupture of the Quadriceps Tendon 
(Note 4 propos d’un cas de rupture du tendon 
quadricipital; constatations anatomiques). Bull. et 
mém. Soc. nat. de chir., 1928, liv, 1074. 


A gymnast fell from a horizontal bar and landed 
on his feet in a squatting position. He felt a violent 
pain in his right thigh and was unable to rise. On 
examination, a deep depression was found im- 
mediately above the patella. The patient could not 
raise his heel from the bed. Over the anterior sur- 
face of the knee there was an extensive ecchymosis. 
A diagnosis of rupture of the quadriceps tendon was 
made. 

At operation, the region above the patella was ex- 
posed through a median longitudinal incision. The 
rupture of the tendon was found to be clean cut and 
to include the lateral aponeurotic expansions and the 
synovial membrane of the joint. The three easily 
distinguished layers in the tendon were sutured 
separately. The deep layer consisted of the tendon 
of the vastus intermedius and lay on the anterior 
surface of the patella in a large hematoma. This 
was sutured to the under-surface of the tendon of the 
rectus femoris. The middle layer was formed by the 
interlacing fibers of the tendons of the vastus later- 
alis and vastus medius. Here the rupture was ver- 
tical. This breech was closed and the tendons were 
sutured to the borders of the rectus femoris tendon. 
The superficial layer, which was ruptured trans- 
versely, consisted of the rectus femoris tendon. The 
two ends were united by interrupted sutures. 

Massage was begun on the fifth day and mobiliza- 
tion on the ninth day after the operation. Fifteen 
days later the patient was able to walk, and eventu- 
ally he made a complete functional recovery. 

The anatomical findings at operation conformed 
to the description given long ago by Poirier. The 
usual tear of the synovial membrane is explained by 
the distention of the muscle fibers termed the 
articularis genu muscle. The vasti tend to separate 
in the midline, but preserve their connections with 
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the patella; hence the necessity of suturing their 
borders to the tendon of the rectus femoris to re- 
establish their function. ALpert F. DeEGroat, M.D. 


Heseler, O.: The Pathogenesis, Clinical Aspects, 
and Treatment of the Flail Knee in Its Relation 
to the Collateral Tibial Ligament (Ueber die 
Pathogenese, Klinik, und Therapie des Wackelknies 
in seiner Beziehung zum Ligamentum collaterale 
tibiale). Wauerzb. Abhandl. a. d. Gesamtgeb. d. Med., 
1928, V, 145. 

The author discusses only cases of flail knee in 
which the internal lateral ligament is directly or 
indirectly responsible for the laxity of the joint. The 
most important defect in the ligament causing the 
condition is a direct break. This may result from 
caseation, suppurative degeneration, or direct 
traumatic division. It is rare as compared with the 
indirect break which may result from distertion, 
abduction, hyperextension, and luxation. In the 
indirect break the ligament itself is not ruptured but 
is torn loose from its insertion into the bone. The 
internal lateral ligament is injured much more fre- 
quently than the external lateral ligament. 

Another cause of lateral mobility of the knee is 
overstretching of the internal lateral ligament. 
Direct overstretching may be caused by an exudate 
in the knee joint. It may result also from prolonged 
extension treatment of a fracture of the thigh. In- 
direct stretching of the internal lateral ligament may 
be produced statically and in neurological conditions 
such as syringomyelia, myelitis, and peripheral 
paralysis. 

In the diagnosis of a flail knee the lateral move- 
ments of the joint are of chief importance. While 
the thigh is fixed the leg can be rotated externally at 
the knee joint and sometimes also internally. The 
examination should be made with the leg completely 
extended. Among the sequela of flail knee are 
arthritis deformans and chronic serous arthritis. 

The treatment must be directed toward restora- 
tion of the function of weight bearing. Conservative 
treatment consists in the application of a splint or 
the use of measures to strengthen the musculature. 
The operative treatment is directed against the in- 
jured ligament. When the ligament has been divided 
it must be sutured. When it has been stretched, 
reefing of the capsule and the ligament comes up for 
consideration. In some cases a plastic operation on 
the ligament may be advisable. The author des- 
cribes an operative procedure which was first used 
by Heller and consists essentially in suturing the 
tendons of the gracilis and semitendinosus muscles to 
the capsule of the knee and to the internal condyle 
of the femur. 

The article is supplemented by an extensive 
bibliography. ZILLMER (Z). 
Mouchet, A.: Metatarsal Epiphysitis. J. Bone & 

Joint Surg., 1929, xi, 87. 


Metatarsal epiphysitis is known also as “ Koehler’s 
disease of the second metatarsophalangeal articula- 
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tion,” ‘second Koehler’s disease” (to distinguish it 
from Koehler’s disease of the tarsal scaphoid), 
“infraction of the second metatarsal head” (Frei- 
berg) , and “osteochondritis of the metatarsal heads.” 

It is less rare than has been thought, but unless 
a roentgen-ray examination is made it remains un- 
suspected. It occurs most often between the ages 
of twelve and twenty years, and more frequently in 
females than in males. As a rule it involves the head 
of the second metatarsal, but has been found also in 
the third and the fifth metatarsal. Its onset is slow, 
with pain in the forefoot at the level of the second 
and third metatarsal heads which is increased on 
standing or walking and ceases after rest. There is 
no deformity and no loss of mobility. Pain is caused 
by pressure at the site of involvement, and there may 
be slight swelling. Frequently the anatomical bone 
changes do not appear in the roentgenogram until 
after several weeks. The roentgenogram shows an 
irregular indented contour with alternate zones of 
rarefied and condensed bone. At times there is a well- 
defined cuneiform osseous zone suggesting a seques- 
trum. The roentgen-ray appearance is very charac- 
teristic. 

In the author’s opinion, the condition is an atten- 
uated osteomyelitis. The prognosis is good, there 
being a tendency toward spontaneous cure. Mouchet 
says, however, that the course of the disease is long— 
at least eighteen months—and unless proper treat- 
ment is given the lesion may result in disabling 
arthritis deformans. 

The author recommends the use of crutches with 
immobilization in plaster for six months if the case 
is seen early and resection of the metatarsal head if 
the condition is advanced. 

Ropert C. LONERGAN, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Calissano, G.: Interposition of Fixed Cartilage 
Between Bone Stumps for the Purpose of 
Producing a Nearthrosis (Esperienze d’inter- 
posizione di cartilagine fissata fra monconi ossei al 
fine di ottenere una neoartrosi). Arch. ital. di chir., 
1928, xxii, 206. 

Though good functional results have been ob- 
tained experimentally in ankyloses, it cannot be 
said that heretofore a true nearthrosis has been 
produced. The formation of a new joint requires 
two bone ends capped with articular cartilage to 
prevent their fusion and a joint capsule containing 
synovial fluid. 

The author describes experiments in which he 
took disks from the costal cartilages of calves, fixed 
them in 95 per cent alcohol, and then implanted them 
in the ribs of guinea pigs. The guinea pigs were killed 
and the grafts examined after periods varying from a 
month and a half to ten months. 

In all of the earlier stages there was solid fixation 
between the cartilage disks and the bone ends. In 
the specimens examined after ten months the ends 
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of the two bones were covered with a thin layer of 
connective tissue derived from the periosteum. Be- 
tween this layer and the disk of cartilage on each 
side there was a cushion of tissue made up of stellate 
cells and showing large meshes containing in some 
places a granular détritus and in other places residues 
of delicate fibrils. Toward the center of the cushion 
the areolar tissue had disappeared and there was 
a cavity containing only a delicate reticulum of co- 
agulated substance. 

These findings show that after a long time the 
conditions around the grafted cartilage are similar 
to those found in the developing joints of the fetus, 
there being a tendency on the part of the grafted 
cartilage to soften and produce a fluid resembling 
synovial fluid. 

The experiments indicate that if a joint is to be 
formed by the grafting of cartilage between two bone 
ends, equal pressure must be exercised by a 
smooth and resistant surface on the callus at the 
ends of the stumps to form an articular cartilage, 
and there must be movement of the two ends to 
form a synovial cavity. Auprrey G. Morean, M.D. 


Galeazzi, R.: The Treatment of Scoliosis. J. Bone 
& Joint Surg., 1929, xi, 81. 

In cases of scoliosis the author gives preparatory 
mobilizing treatment and then proceeds to over- 
correct the deformity with the aid of an apparatus 
he has devised. 

The apparatus consists of two independent units, 
one of which fixes the scapular region and the other 
of which fixes the pelvic region. The patient is 
placed in the apparatus with the trunk horizontal 





Fig. 1. The author’s apparatus for the correction of 
scoliosis. 





Fig. 2. Patient in apparatus. Feet on movable platform 
Pelvic girdle retained, shoulder girdle retained. Hands on 
rest and forehead on rest. 


and the hips and arms flexed so that the spinal 
column is suspended from two end buttresses similar 
to its position in a quadruped. By varying the dis- 
tance between these two end units and their relative 
heights above the ground it is possible to place the 
spine in the most favorable position for correction. 
When the proper position has been obtained, the two 
end units are secured at the exact reciprocal distance 
necessary for the apex of the dorsal and lumbar 
curves to correspond exactly to the centers of the 
rotatory movement and lateral flexion of the two 
units (i.e., in a double curve). The scoliotic column 
is fixed at the two extremities by the application of 
plaster of Paris over two belts. Later these two 
portions are joined by two intermediary sections. 
When the cast is finished the patient stands in a 
bent-over position and walks with the body flexed 
and bent toward the convexity as in the Abbott 
method but not so markedly. A successful result 
depends upon a long preparatory mobilizing treat- 
ment. 

The superiority of the treatment to other methods 
seems to be due to the rationale of the correction, 
which is effected by derotation and deflexion 
methods instead of by direct force. 

Rosert C. LoNERGAN, M.D. 


Kleinberg, S.: The Results of Spine Fusion for 
Scoliosis. J. Bone & Joint Surg., 1929, xi, 66. 


In the operation performed by the author for 
structural scoliosis the posterior arches of the verte- 
bra are denuded, the articulations scarified, and seg- 
ments of bone from the laminz are elevated and 
placed across the interlaminar spaces. A large beef- 
bone graft (or a rib graft) is then inserted on the 
concave side of the curve, and each spinous process 
is split into five or six fragments in order to obtain 
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extensive contact between adjacent vertebra and 
between the graft and normal bone. 

Theoretically, the primary curve should be fixed, 
but it is sometimes difficult to determine which is 
the primary and which the secondary curve. The 
fusion extends beyond the limits of the curve to 
normal or at least transitional vertebra. As a rule it 
is found necessary to fuse the dorsal area. In a com- 
pound curve, the dominant curve or the more de- 
formed segment is fused. 

The operation is preceded by a period of from four 
to eight weeks of recumbency on a convex frame with 
traction. After the operation the patient is kept 
recumbent on the convex frame for from six to eight 
weeks and is then discharged wearing a plaster cast. 
The cast is changed every two months and at the 
end of from nine to twelve months is replaced by a 
celluloid corset to be worn for one year. 

The operation is serious and difficult and should 
be performed only by those who have acquired the 
requisite skill and with the aid of an expert anes- 
thetist. 

The author has performed it in ninety cases. 
Recently he has re-examined fifty-four patients who 
were treated from one to seven years ago. With re- 
gard to the effect of the operation on the patient’s 
growth he states that in thirty-one of the fifty-four 
patients there has been an increase in length of from 
1to6in. The results of the operation were excellent 
in 78 per cent of the cases, good in 13 per cent, and 
poor in 9 per cent. In the seven cases with good 
results the back appears satisfactory to the patient 
and his family, but the roentgenogram shows a 
doubtful or slight increase of the spinal curve. In all 
of the cases with poor results there is definite 
evidence of osseous fusion of the vertebra operated 
upon and no sign of a break in the union of the 
vertebra. In two cases the deformity has become 
steadily worse and there is no apparent explanation 
of the failure. In 91 per cent of the cases the de- 
formity has been arrested, the appearance of the 
back is satisfactory, and the patient has gained 
weight and strength and is free from backache. 

Rospert C, LoNERGAN, M.D. 


FRACTURES AND DISLOCATIONS 


Wijnen, H. P.: Treatment of Fractures with the 
Equilibrated Swinging Traction Apparatus. 
Surg., Gynec. & Obst., 1929, xlviii, go. 

The suspension apparatus known as the “ Balkan 
frame”? was originated by Metz of Amsterdam in 
1903. It acquired its present name when it was in- 
troduced into Serbia by a Dutch ambulance unit. 

In the original treatment for fractures devised by 
Metz, the patient was placed in a half sitting position 
with the normal leg braced against a solid box at the 
foot of the bed. Traction was obtained by: (1) a 
weight suspended to adhesive straps, (2) the weight 
of the leg directed obliquely down at an angle of 20 
degrees, and (3) the horizontal components of the 
forces acting upon the cords which suspended the 
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leg in an oblique direction. Countertraction was ob- 
tained by: (1) the push of the uninjured leg against 
the box, (2) the friction of the body on the bed, and 
(3) a woolen sling which encircled the groin of the un- 
injured side and was tied to the head of the bed. The 
semi-sitting position is of advantage, especially in 
the cases of elderly patients, as it tends to prevent 
the development of pneumonia. 

In the Noordenbos Surgical Clinic in Amsterdam 
the Steinmann skeletal traction is now used almost 
exclusively instead of adhesive straps. Rigid side 
splints, separate for the leg and thigh and allowing 
knee motion, are used for suspension instead of the 
original hammock and rings. The Steinmann nail is 
driven through the spongy bone under operative 
technique, but without a preliminary skin incision. 
When there is much over-riding of the fragments, 
the skin is held retracted proximally while the nail 
is being inserted. Once a week the bandages around 
the ends of the nail are removed and the area is dis- 
infected. On removal of the nail, one end is sterilized 
with alcohol and picric acid, and the other end is 
grasped with the forceps and pulled out. Nails made 
in 1 piece are used. The occasional occurrence of 
infection or a persistent sinus is regarded as trivial 
as compared with the poor results of treatment with- 
out direct skeletal traction. 

For the treatment of fracture of the femur a seat 
as wide as the bed, 60 cm. long, and from 40 to 45 
cm. high and having a padded back and sides is con- 
structed at the head of the bed. Abundant freedom 
of body motion is allowed. The Steinmann pin is 
inserted at right angles to the general long axis of 
the thigh (not the long axis of the bone). Persistent 
angulation of the fragments is corrected by differen- 
tial extension on the ends of the nail. The leg and 
thigh are suspended -independently, each to its own 
overhead arch. In order to prevent the constriction 
that is caused by a cloth hammock, the thigh is 
placed in a wide curved gutter of thin metal. When 
the fracture is in the lower end of the femur and there 
is posterior displacement of the distal fragment, the 
knee is moderately flexed. The extension then tends 
to pull the displaced fragment forward by leverage, 
the condyles in contact with the articular surface of 
the tibia acting as a fulcrum. In cases of subtro- 
chanteric and intratrochanteric fractures, abduction 
is obtained by means of an adjustable pulley on an 
adjustable horizontal bar at the foot of the bed. 

Fractures of the leg bones are treated by extension 
by means of a pin through the os calcis if the fracture 
is in the distal half or is compound. When the frac- 
ture is in the proximal half, the pin is introduced 
into the tibia near the distal end. Suspension is 
obtained by 2 hammocks, independent of each other, 
1 for the distal and 1 for the proximal fragment. By 
this means the position of the fragments may be 
changed to effect reduction. 

The suspension method is especially valuable for 
fractures involving joints. When the knee joint is 
involved, the nail for extension is placed through the 
distal end of the tibia. Joints involved by fractures 
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are given early active and passive motion, which is 
easily done with the suspension method. 

Fractures of the humerus are treated by suspen- 
sion and traction with the pin through the olecranon 
and the elbow at a right angle. If the break is at the 
proximal] end, the humerus is abducted. 

Fractures of both the radius and the ulna which 
cannot be reduced by conservative means are treated 
by suspension traction, one pin being placed through 
the olecranon and another through the distal ends of 
the two bones. The elbow is at a right angle and the 
forearm vertical. A weight is hung on the pin 
through the olecranon, and the usual pulley cord and 
weight are attached to the distal pin. 

The author tabulates the results in 157 fractures 
of the lower extremity and 49 fractures of the arm 
which were treated by this method at the Binnen 
Gasthuis in Amsterdam. In the cases of adults, the 
period of hospitalization was as follows: fractures of 
the thigh, seventy-three days; fractures of the leg, 
fifty-two days; fractures of the upper arm, twenty- 
eight days; and fractures of the forearm, thirty days. 
There were 6 cases of infection at the nail wound. 
In 1, the wound drained for a year, but in the others 
it closed in an average of six days. 

WitiiaM A. Criark, M.D. 


Silfverskiéld, N.: The Treatment of Fracture- 
Dislocations of the Shoulder Joint. Acta 
chirurg. Scand., 1928, |xiv, 227. 


The author reviews the literature on fracture dis- 
locations of the shoulder joint and reports sixteen 
cases. At the time of the injury his patients were 
between twenty-five and fifty years of age. In nine 
of the thirteen cases in which reduction by open 
operation was done, re-examination showed a very 
good or good functional result. In six cases in which 
the displaced head fragment had lost all connection 
with the capsule or periosteum, bony union with 
practically normal function occurred after open 
reduction in four. 

The union obtained in these cases is compared 
with that obtained in medial fractures of the neck 
of the femur. The author considers it possible that 
the stripped, displaced head fragment is always 
capable of bony union; that union and non-union 
after reduction depend exclusively upon the treat- 
ment. With regard to the treatment he draws the 
following conclusions: 

1. The contra-indication is marked impairment 
of the general health. 

2. In the presence of contra-indications, manipu- 
lative reduction may be tried under ethy] chloride 
anesthesia in some cases. 

3. Reduction by open operation is to be con- 
sidered the routine method and should be done as 
soon as possible after the injury. 

4. Primary resection is indicated only in cases of 
exceedingly severe comminuted fractures, especially 
those of the head, and in cases in which the general 
condition will permit only a relatively brief open 
operation. 


5. After resection of the head, arthrodesis (and 
perhaps arthroplasty) may sometimes give better 
functional results than mere adaptation of the upper 
end of the shaft to the socket. 

6. In reduction by open operation loose bone 
splinters should also be fitted in and the large frag- 
ments carefully approximated or wedged in. Flaps 
of capsule or periosteum should be replaced and, if 
possible, sutured. Occasionally periosteal trans- 
plantation may be advisable. If osteosynthesis is 
found necessary, the use of a tibial graft, chromicized 
catgut, or small metallic nails should be considered. 

7. The arm should be fixed in the scapular plane 
in abduction of 80 degrees and external rotation of 45 
degrees. The fixation should be done on an abduc- 
tion splint made ready before the reduction and very 
firmly fixed to the trunk. 

8. As arule the time of fixation should not be less 
than three weeks, but its length should be deter- 
mined by the roentgen findings and the way the 
head follows smaller rotary movements of the arm. 

9. Re-educative movements should be supervised 
by an expert and continued for from one-half to one 
year. 


Eliason, E. L.: Fractures of the Clavicle. J. Am. M. 
Ass., 1928, xci, 1974. 

This article is based on a series of 500 cases of 
fracture of the clavicle. Forty-one per cent of the 
patients were children under ten years of age. In 10 
cases the fracture occurred at birth. In adults, the 
fracture is usually due to indirect violence and as a 
rule is transverse and occurs in the outer third of 
the bone. Fractures at the outer end of the clavicle 
may be confused with acromioclavicular dislocation. 
In the cases of children, careful attention to detail in 
the roentgen examination is necessary to avoid over- 
looking a greenstick fracture. 

The fact that eighty-five methods have been sug- 
gested for the treatment of fracture of the clavicle is 
evidence that an ideal method has not yet been 
found. The treatment should depend somewhat 
upon the wishes of the patient. If the patient desires 
the best possible anatomical result without shorten- 
ing, he must submit to recumbent treatment on his 
back with the arm of the affected side abducted with 
weight extension for about three weeks. For am- 
bulatory treatment the most satisfactory method is 
the use of a posterior splint which pulls the shoulder 
backward and, because of the upward slope of the 
chest wall, also upward. Any dressing which binds 
the arm to the body will not maintain the backward 
position of the shoulder. As a rule, good union and 
good function are obtained. Open reduction is sel- 
dom necessary. Witt1aM A. Crark, M.D. 


Thomas, T. T.: A Contribution to the Mechanism 
of Fractures and Dislocations in the Elbow 
Region. Ann. Surg., 1929, |xxxix, 108. 


In experiments on cadavers the author found that 
when direct force is exerted on the hand, as in a fall, 
it is transmitted up the arm, causing flexion of the 
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elbow. The upward thrust may either drive the 
radius and ulna upward and backward behind the 
end of the humerus or may break off the end of the 
humerus at its point of least resistance, just above 
the condyles. As the radius and ulna are held to- 
gether by the strong interosseous band as well as by 
the ligaments at both ends, they act as one bone 
when they receive such a longitudinal thrust. 

The only injury to the skeleton that has generally 
been ascribed to a fall on the hand is the Colles 
fracture, but the author contends that such a fall will 
frequently cause fracture or dislocation at the flexed 
elbow rather than at the wrist. 

In elbow fractures, the distal fragment of the 
humerus almost always goes upward and backward, 
but may also go laterally in either direction, depend- 
ing upon whether the impact is received on the 
thenar or the hypothenar side of the hand. This is 
true also of the distal fragment in Colles’ fracture. 
Accordingly, there is a close resemblance between 
such breaks at the wrist and the elbow. 

These fractures are more easily explained by 
flexion of the e!bow with the fracturing force than by 
extension. When in the author’s experiments the 
elbow was fixed in flexion, fracture of the coronoid 
process was produced five times in ten trials, but 
when the elbow was in extension, the fracture was 
produced only once in ten trials. It practically never 
occurs without dislocation of the ulna. The upward 
thrust of the coronoid is the force which breaks off 
the condyle and sometimes alsosplits them vertically. 
An important factor in the splitting is the wedge 
effect of the ridge on the coronoid and olecranon. 

Anterior dislocation of the radius may occur with 
or without fracture of the proximal end of the ulna. 
It may be produced by a fall on uneven ground in 
which a resistant object strikes only the radius near 
its head. If the force strikes the ulna also, it will 
cause either a fracture of both bones near the proxi- 
mal end or a fracture of the ulna and dislocation of 
the radius. Wrrziam A. Crark, M.D. 


Edwards, H., and Clayton, E. B.: Fractures of the 
Lower End of the Radius in Adults. Brit. M. 
J., 1929, i, 61. 

The authors review 424 cases of fracture of the 
lower end of the radius which were treated at King’s 
College Hospital in the three years from 1924 to 
1926. Three hundred and thirty-nine were of the 
Colles’ type and 85 were backfire fractures. 

The majority of the fractures of the Colles’ type 
were transverse and occurred at the upper limit of 
the radial surface which enters into the formation 
of the inferior radio-ulnar joint. In 158 of these 
cases the styloid process of the ulna was fractured. 
The scaphoid was fractured in addition to the radius 
or ulna in only 1 case. 

The most common type of backfire fracture was an 
oblique fracture through the radial styloid with or 
without fracture of the ulnar styloid. 

In the discussion of the treatment, emphasis is 
placed upon the importance of perfect reduction of 


the backward tilt of the radial articular surface. The 
radial displacement of the hand and backward dis- 
placement of the fragment must also be corrected. 
After the reduction the authors prefer to use Carr’s 
splint in the majority of cases. In the cases of old 
patients, massage is begun during the first week, but 
in the cases of young patients may not be given until 
after fourteen days. In the cases reviewed the 
average duration of treatment was nine and a half 
weeks. Pau C. Coronna, M.D. 


Magliulo, A.: Fractures of the Base of the First 
Metacarpal, with Special Reference to the 
Mechanism of Their Production (Le fratture 
della base del primo metacarpo, con speciale riguardo 
al loro meccanismo di produzione). Chir. d. organi 
di movimento, 1928, xii, 587. 

The author accepts Tanton’s classification of 
fractures of the base of the first metacarpal into two 
main groups, intra-articular fractures and extra- 
articular fractures. The first include transverse and 
the oblique varieties. The second are represented by 
Bennett’s fracture and Rolando’s fracture. 

Bennett’s fracture is usually described as an 
oblique fracture involving the median volar portion 
of the articular surface which is associated with 
slight displacement of the lesser fragment and 
apparent subluxation of the thumb at the carpo- 
metacarpal joint. 

Rolando’s fracture is Y-shaped and forms three 
fragments. It is rarely associated with subluxation 
of the thumb. 

In a period of fourteen months the author saw nine 
fractures of the base of the first metacarpal. Four 
were of the Bennett type and five were extra- 
articular. These cases are reported in detail. The 
author’s conclusions are as follows: 

1. Fractures of the base of the first metacarpal, 
while rare, are frequent as compared with fractures 
of the other metacarpals and fractures of the diaphy- 
sis and epiphysis of the bone. 

2. While the most common cause of such frac- 
tures is indirect violence such as is sustained in a 
fall on the hand, the fractures may result also from 
trauma to the head of the first or second phalanx of 
the thumb. 

3. The mechanism of production of the fractures 
is very complicated. 

4. Asa rule the fractures are complete. 

5. The symptoms vary according to the type of 
the fracture. 

6. In the diagnosis the roentgen ray is indis- 
pensable. 

7. When the displacement of the fragments is 
slight the prognosis is favorable. Bennett’s fracture 
may result in great functional incapacity com- 
plicated, in some cases, by pseudarthrosis or a de- 
forming callus which interferes with manual labor. 

8. The treatment is non-operative or operative. 
Operative treatment is indicated in severe fractures 
in which the displacement of the fragments cannot 
be corrected by the usual measures for immobilization 
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of the thumb. Very often good results are obtained 
from immobilization of the thumb in a_ position 
of half abduction and slight flexion for from ten to 
twelve days by means of a plaster-of-Paris dressing 
or continuous traction, followed by active move- 
ments and gentle massage. KeLtocc Sprep, M.D. 


Musil, V.: Dislocating Coxa Valga; Clinical and 
Etiological Considerations (Coxa valga luxans, 
Klinisches und Aetiologisches). Casop. lék. €esk., 
1928, Ixvii, 971, 1015. 

Dislocating coxa valga as described by Klapp is a 
condition in which a valgus position of the neck of 
the femur is associated with subluxation of the head 
of the femur in a flat acetabulum. It usually begins 
in childhood with pain in the hip and limping. Some- 
times it is preceded by trauma. The clinical signs 
are outward rotation of the thigh without the 
restriction of abduction which occurs in Perthes’ 
disease, but with lateral protrusion of the trochanter, 
a depression in the groin, a waddling gait, and 
atrophy of the extremity. The roentgenogram shows 


that the acetabulum is irregularly elongated up- 
ward, the head of the femur articulates only with its 
median portion, and the epiphyseal head is flattened 
into a wedge shape and displaced laterally. 

The author reports the case of a man forty-two 
years of age who fell upon his left hip and thereafter 
experienced difficulty in walking and pain in both 
hip joints which became so marked that ultimately 
he was unable to walk at all. Examination revealed 
bilateral dislocating coxa valga with marked changes 
due to arthritis deformans. 

Musil assumes that the primary condition in dis- 
locating coxa valga is a congenital flattening of the 
acetabular cavity, and that the valgus deformity is a 
secondary phenomenon analogous to the changes 
following non-operative reposition of the congenitally 
dislocated hip. He believes that dislocating coxa 
valga represents, on the one hand, the transition to 
congenital dislocation of the hip and, on the other, 
the transition to arthritis deformans and the osteo- 
chondritic changes occurring in the hip joint in 
Perthes’ disease. Haim (Z). 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Gaglio, V.: Terminal Forcipressure of the Arteries 
(Sulla forcipressura terminale delle arterie). Arch. 
ital. di chir., 1928, xxii, 165. 

Gaglio describes experiments in forcipressure of 
the arteries which show that the compressed vessels 
react in the same way whether they are of the elastic 
or the muscular type. A thrombus always forms 
within seventy-two hours. The thrombus of the 
central end is more developed than that of the pe- 
ripheral end, but this is the only difference between 
the two ends. It is evident that the thrombus of the 
arteries is not the essential factor in either temporary 
or permanent hemostasis as in one experiment a 
secondary hamorrhage occurred through a short 
laceration in the wall a few millimeters from the 
point of pressure at a time when long thrombi were 
present on both sides of the point of compression. It 
is demonstrated also in these experiments, as in 
those reported by Masnata, that the part subjected 
to the direct pressure of the forceps does not cause 
temporary or permanent hemostasis. 

In addition to the signs of regression, such as 
desquamation of the endothelium and splitting of 
the internal limiting membrane and the elastic fibers, 
there are signs of reparation which show that the 
final haemostasis is due to an active process of pro- 
liferation of the cells of the media and the sub- 
endothelial layer which begins at the end of the first 
hour at the transition from the part on which the 
forceps is pressing to the arterial cul-de-sac and 
which within twenty-four hours has extended some 
distance from the forceps. Within seventy-two 
hours at the point where the new-formation began, 
the two walls of the artery are completely joined by 
newly formed connective tissue in which there are 
no normal arterial elements except elastic fibers. 
The thrombus doubtless has some function in bring- 
ing about hemostasis, but the author thinks it is 
only the auxiliary function of decreasing the blood 
pressure and thereby protecting the proliferative 
process of repair. 

In another series of experiments, Gaglio tried to 
determine the end-results of forcipressure on the 
arteries. He found that the organization of the 
thrombus and the cicatrization of the vessel are 
the same as after ligation. ‘The organization of the 
thrombus is accomplished within from fifteen to 
twenty days by connective tissue proliferation. At 
the point of pressure the vessel is transformed into a 
solid cord. The proliferation does not stop at the 
cul-de-sac, but proceeds a little way beyond it. The 
organized tissue which fills the lumen of the vessel 
becomes lined by newly formed endothelial cells 
which originate from the part of the endothelium 


that is left intact. The endothelium does not take 
any other part in the organization of the thrombus, 
but possibly may help in the formation of new 
capillaries which, according to the author’s findings, 
seem to come from the vasa vasorum. New elastic 
fibers appear quite late. 

The practical conclusion to be drawn from these 
experiments is that forcipressure is a good method of 
inducing hemostasis. Aubrey G. Morcan, M.D. 


Railsback, O. C., and Dock, W.: Erosion of the Ribs 
Due to Stenosis of the Isthmus (Coarctation) 
of the Aorta. Radiology, 1928, xii, 58. 


The authors report a case of asymptomatic steno- 
sis of the isthmus of the aorta in which, with a com- 
paratively slight superficial collateral circulation, 
there were numerous erosions of the third to the 
ninth rib as evidence of dilated intercostal vessels. 
The delay in transmission of the pulse to the femorals 
confirmed the existence of stenosis of the aorta. 

The erosion of the ribs was first recognized at the 
time the patient entered the hospital for treatment 
of a gastric disturbance. The diagnosis of coarcta- 
tion of the aorta was suggested to the authors by 
chance finding of a description by Walshe in 1876 of 
erosion of the ribs in that condition. The pulse trans- 
mission rate was therefore measured. The femoral 
pulse was found to arrive later than the radial pulse. 
Under normal conditions the femoral pulse arrives 
from .o1 to .o2 seconds before the radial pulse. 

The authors believe that costal erosion is undoubt- 
edly pathognomonic of coarctation of the aorta. 

James B. Brown, M.D. 


Giertz, K. H., and Crafoord, C.: Thrombo-Embolic 
Disease and Its Surgical Treatment. Acta 
chirurg. Scand., 1928, \xiv, 121. 


The authors state that although thrombo-embolic 
disease appears to be increasing, the increase may 
be due only to more frequent diagnosis. 

The condition may be divided into the following 
types: (1) obstructive pulmonary embolism, (2) non- 
obstructive pulmonary embolism with manifest 
thrombosis, (3) non-obstructive pulmonary embo- 
lism without manifest thrombosis, and (4) manifest 
venous thrombosis without pulmonary emboli. 

True thrombo-embolic disease is a condition hav- 
ing a definite relation to surgical procedures. It 
occurs more often and in more malignant forms in 
surgical than in medical wards, and there can be no 
doubt that of patients admitted to surgical wards 
those undergoing an operation develop thrombo-em- 
bolic disease more frequently than those who are not 
operated upon. 

Of patients operated upon, the disease occurs ex- 
ceptionally in those subjected to operations on the 
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head or trunk and rarely in those subjected to opera- 
tions on the upper extremities or the chest. 

Patients with varices—thrombophlebitis in par- 
ticular—are very prone to develop thrombo-embo- 
lism. Asa rule neither the thrombus nor the embolus 
. undergoes liquefaction. 

Raising the foot of the bed and all other measures 
adopted to establish better circulation in the veins of 
the lower extremities and the pelvis seem to be with- 
out importance. 

Thrombo-embolic disease may be present without 
any direct clinical signs of either thrombosis or em- 
bolism. Asa rule, however, there is a subfebrile tem- 
perature, and less often a certain impairment of the 
pulse. 

The generally assumed tendency of the manifest 
thrombosis to be localized to the left common iliac 
vein and its root is not clearly borne out by the 
authors’ cases. 

Besides the local clinical signs of manifest thrombo- 
embolism, the temperature and the condition of the 
pulse should be noted. A typical feature of the dis- 
ease is the subfebrile and febrile arched curve with 
or without Mahler’s sign, but a more or less regular 
subfebrile temperature without or with a slight 
postoperative effect on the pulse in cases which, nor- 
mally should be without such changes is also an ex- 
ceedingly suspicious sign and occurs almost regularly 
as a premonition of venous thrombosis as well as pul- 
monary embolism. 

Combined with the typical changes in the temper- 
ature and pulse, the attack of stitch-like pains or 
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hemoptysis confirms the diagnosis of lung embolism 
even without manifest thrombosis. 

Obstructive pulmonary embolism presents almost 
without exception such a typical clinical picture that, 
provided the case is carefully observed, no doubt 
need be entertained as to the diagnosis. The condi- 
tion is usually preceded by a suspicious subfebrile 
temperature otherwise unexplainable; very rarely, 
by slight attacks of lung emboli; and exceptionally 
by venous thrombosis. In most cases, it develops 
suddenly with typical symptoms, the most usual of 
which are an intense pallor, disappearance of the 
pulse, and loss of consciousness. Other common 
symptoms are a sense of oppression, air hunger, and 
a mild cyanosis with a typical venous pulsation 
above the clavicles, the expression of the spasmodic 
attempts of contraction on the part of the right ven- 
tricle. 

In 50 per cent of the authors’ cases of obstructive 
emboli the whole thrombus became detached. In the 
others, larger or smaller fragments of thrombi were 
left in the peripheral veins. 

Death rarely occurs instantly in obstructive lung 
embolism. In most cases there is sufficient time after 
the onset of the first attack to allow a Trendelenburg 
operation. 

In conclusion the authors state that as we have as 
yet no knowledge of the cause of thrombo-embolic 
disease it is impossible to suggest a procedure for its 
prevention. When once it sets in, nothing can be 
done to arrest its course. The one means of saving 
life is the Trendelenburg operation. 




















SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Roth, P.: Oxygen Therapy. Anes. & Anal., 1929, viii, 
47- 


Lack of a sufficient supply of oxygen causes pro- 
gressive damage to the central nervous system, heart, 
and other organs. The injurious effects of anoxamia 
may soon become irreparable. Even though the 
cyanosis and respiratory and circulatory disturbances 
can be improved, the condition may terminate 
fatally if it is treated too late. 

Nervous tissue is the most easily damaged by in- 
sufficient oxygen. Cardiac muscle is more resistant. 
Three types of anoxemia are described: 

1. The anoxic type. This is found in pulmonary 
conditions interfering with respiratory exchange in 
the lungs, such as pneumonia, severe bronchitis, 
asthma, and emphysema. 

2. The stagnant type. This is due to circulatory 
disturbances, especially of cardiac origin. 

3. The anemic type. This is due to a lessened 
capacity of the blood to carry oxygen caused by a 
low haemoglobin content, a low red cell count, or 
fixation of the hemoglobin by carbon monoxide. 

The symptoms of anoxemia vary according to the 
suddenness and completeness with which the supply 
of oxygen to the tissues is cut off. The sudden 
cutting off of oxygen causes loss of consciousness, 
convulsions, and death in a few minutes. A less 
sudden shutting off causes hyperpnoea, a rapid and 
feeble pulse, and impairment or loss of consciousness. 
In these conditions, artificial respiration is indicated. 
When the deficiency of oxygen occurs gradually, the 
breathing is often of the periodic type, the mental 
faculties are impaired, and the patient suffers from 
nausea, vomiting, headache, and diarrhoea. 

Oxygen can be administered by means of a rubber 
balloon, nasal tube, mask, bed tent, or oxygen 
therapy chamber. 

In the induction of anesthesia, safety depends in 
large measure upon the prevention of anoxemia or 
asphyxia by the timely use of oxygen and carbon 
dioxide. Earte I, Greene, M.D. 


Magliulo, A.: The Effect of Periarterial Sympa- 
thectomy on the Taking of Autoplastic Skin 
Grafts (La simpatectomia periarteriosa sul man- 
cato attecchimento degli innesti cutanei autoplas- 
tici). Sperimentale, 1928, |xxxii, 685. 


In experiments on rabbits, burns of the skin were 
produced with the cautery and autoplastic skin 
grafts were applied from ten to thirty days later. 
Periarterial sympathectomy was done before, at the 
time of, or after the grafting. The periarterial 
sympathectomy was found to have a good effect on 


the taking of the grafts. It exerted such an effect 
not only on the side on which it was performed but 
also on the opposite side. On the side on which it 
was performed the grafts took early and completely 
and showed regeneration of the superficial and deep 
cells of the epidermis, the adnexa, and the dermis. 
Other conditions being equal, the grafts took soon- 
est and most completely when the sympathectomy 
was done before or at the time of the grafting. The 
chief effect of the sympathectomy was improvement 
in the blood supply of the graft and its bed. The 
taking of the graft depended also upon a good 
technique, strict asepsis, and measures to prevent 
drying of the superficial layers of the cutis. 
Auprey G. Morcan, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Arrivat: The Treatment of the Wound in Tetanus; 
Cure of a Severe Case of Postoperative Tetanus 
by Amputation (A propos du traitement de la plaie 
tétanigéne; guérison par amputation d’un cas grave 
de tétanos post-opératoire). Bull. et mém. Soc. nat. de 
chir., 1928, liv, 1071. 

Arrivat emphasizes the necessity of treating a 
wound that has given rise to tetanus. Such treat- 
ment is too often regarded as useless. The local 
application of antitoxin or even amputation is a 
valuable adjunct to the intravenous and intraspinous 
treatment. The following illustrative case is cited: 

A man twenty-one years old was operated upon 
for a rapidly progressing tuberculous osteo-arthritis 
of the ankle joint. The operation consisted in re- 
section of the astragalus, curettage of the calcaneum 
and the articular surfaces of the tibia and fibula, and 
excision of the fistulous tract. The postoperative 
course was normal up to the eighth day, when 
trismus and rigidity of the neck developed. Within 
the next twenty-four hours the typical facial ex- 
pression of tetanus appeared, together with spasms 
of the facial and cervical muscles. With the onset of 
these symptoms, intraspinous and intravenous treat- 
ment was instituted. As the spasms became more 
severe and more generalized, they were combated 
with inhalations of chloroform. During the ensuing 
eleven days the condition gradually became worse 
and a fatal issue seemed inevitable. At this point an 
amputation through the middle of the leg was per- 
formed and antitoxin was injected into the nerves 
and applied to the wound, which was left open. The 
next five days saw progressive improvement. An 
unexplained rise of temperature, however, led the 
surgeon to discontinue the injections of serum. The 
temperature fell to normal and uneventful recovery 
resulted. ALBERT F, De Groat, M.D, 
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Dogliotti, A. M.: Blood Transfusion in the Treat- 
ment of Surgical Infections (La trasfusione di 
sangue nel trattamento delle infezioni chirurgiche). 
Arch. ital. di chir., 1928, xxii, 299. 

Dogliotti reviews twenty-eight cases which show 
that in most surgical and medical infections trans- 
fusion of blood is a most effective method of treat- 
ment because of its stimulating action on metab- 
olism, its beneficial effect on the secondary anemia, 
the blood pressure, and the circulation, and its 
activation of the organic defenses against the 
bacteria. The most important subjective effects 
noted after transfusion are a feeling of relief, a 
decrease in the general restlessness, improvement of 
the appetite, and a general feeling of well-being. 
The objective signs are a lowering of the temperature 
curve (in some cases there is a temporary rise for 
the first few hours), improvement in the rate and 
strength of the pulse and of the respiration, a de- 
crease in the leucocyte count after about twenty-four 
hours, and a favorable reaction at the site of the in- 
fection within twenty-four hours. Except in cases in 
which the infection is extremely virulent or the 
patient’s general resistance is very greatly decreased, 
the treatment brings about a progressive and 
permanent improvement with rapid resolution of the 
general and local findings. The bactericidal and 


phagocytic power of the blood and, to a less degree, 
the opsonic power of the serum are increased. It is 
very probable that there is also improvement in the 
general activity of the cells and humors of the body, 


an index of which is furnished by the bactericidal 
power of the blood. 

In connection with transfusion, all the other 
therapeutic measures which are indicated in the case 
should be employed. ‘Transfusion is a_ purely 
auxiliary treatment and does not contra-indicate 
the use of other therapeutic measures. 

Only pure blood should be transfused. It should 
be given rapidly and with a proper technique. Asa 
rule not more than from 200 to 300 c.cm. should be 
used. In very serious cases the transfusion should 
be repeated every twelve, twenty-four, or forty- 
eight hours. In mild cases, one transfusion is enough. 
If in some cases there are reasons why the trans- 
fusion cannot be repeated, as much as 500 c.cm. may 
be given at once. In cases with very defective cir- 
culation and heart weakness, or intense general 
intoxication, it is advisable to withdraw an amount 
of blood equal to that which is to be transfused. In 
order to increase the efficacy of transfusion, it is 
advisable, or almost necessary, to give large quanti- 
ties of physiological salt solution subcutaneously or 
intravenously to increase the amount of circulating 
fluid, stimulate the metabolism, and furnish a 
vehicle for the toxic and septic products in the 
organism. Indirect transfusion is to be preferred as 
it gives the maximum independence between donor 
and recipient, makes transfusion possible without 
surgical exposure of the vein and therefore with slight 
traumatism, and allows repetition as often as 
necessary. Auprey G. Morcan, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Bass, F., and Jaroschka, K.: Increasing Resistance 
Against Streptococcus Sepsis by Roentgen Ir- 
radiation: Experiments on Animals (Resistanz- 
steigerung gegen Streptococcensepsis durch Roent- 
genstrahlen im Tierversuch). Strahlentherapie, 1928, 
XXVili, 568. 

In experiments on rabbits the authors attempted 
to determine whether roentgen irradiation will pro- 
tect against streptococcus sepsis. To prove that the 
rays act, not by an effect on the coccus, but by 
activating the organic defense, the rays were applied 
in the first experiments before the animals were in- 
fected. 

Local irradiation was chosen in order most closely 
to approximate the conditions in man. 

The sepsis was produced by the intravenous in- 
jection of from o.5 to 1.0 c.cm. of a twenty-four- 
hour ascites-bouillon culture of streptococci. Normal 
animals succumbed to it within from one to four 
days. 

The rays were centered on the middle third of the 
abdomen, the rest of the body being covered. The 
irradiation was given from twelve to fourteen hours 
before the infection. 

After the infection, at equal intervals in the cases 
of both the irradiated and the control animals, 1 
c.cm. of blood was withdrawn from the jugular vein 
and, with fluid agar, was poured onto a plate for 
counting of the micro-organisms. 

In these experiments it appeared that the pre- 
liminary irradiation considerably increased the re- 
sistance to the infection. Control animals succumbed 
to the sepsis in from one to four days, whereas 
animals that had received preliminary irradiation 
survived for from five to fourteen days and did not 
show symptoms until three days before death. 

Continuous counts of the micro-organisms showed 
that in the irradiated animals the organisms dis- 
appeared rapidly from the blood stream. In the 
normal animals the initial decrease in the number of 
micro-organisms was followed by a rapid and marked 
increase. In the blood of the irradiated animals the 
micro-organisms were distinctly fewer and some- 
times disappeared entirely. 

The findings seemed to indicate that the increased 
resistance obtained was due to increased activity 
on the part of the reticulo-endothelial apparatus 
similar to that occurring in immune animals. 

Further investigations with Weil’s plate tests of 
bactericidal power showed that the increase in re- 
sistance could not be ascribed to an increase in the 
bactericidal power of the serum. 

To determine whether roentgen irradiation acti- 
vates leucocytes in contact with the streptococci, 
irradiation experiments with leucocytes in vitro were 


undertaken. No appreciable difference in the phago- 
cytic strength of irradiated and unirradiated leuco- 
cytes was noted. 

It was found possible also to increase the resist- 
ance to infection of animals already infected. Ani- 
mals infected by intravenous injection and irradi- 
ated five hours after the infection lived five or six 
days longer than control animals. In the normal 
animal, almost all of the micro-organisms had passed 
out of the blood stream into the reticulo-endothelial 
apparatus at the end of five hours, and after multi- 
plying there, re-entered the blood stream in vastly 
increased numbers. In the immune animal, the 
micro-organisms were held fast and destroyed in the 
reticulo-endothelium. The action of irradiation ap- 
plied at a time when the micro-organisms have been 
taken up by the reticulo-endothelium is a general 
activation of the reticulo-endothelial system. 

Further experiments with the object of demon- 
strating increased activity of the reticulo-endothe- 
lium with Adler and Reimann’s function test gave 
no results. 

An experiment which it was hoped would throw 
light on the action of the roentgen rays on the 
isolated circulating blood was also unsuccessful. 

To determine the distant action of the rays on 
non-irradiated cells a rabbit was irradiated as before 
(over the abdomen) and fourteen hours later 2 c.cm. 
of a filtrate of a bouillon culture of streptococci were 
injected into the marrow of the tibia. Six hours 
later a streak preparation of the bone marrow was 
made and stained by the Giemsa~-Romanowsky 
method. A control experiment was carried out with 
a non-irradiated animal. The result showed clearly 
more phagocytic activity of the histocytes and leu- 
cocytes in the irradiated animal than in the non- 
irradiated animal. Gracert (G). 


Overgaard, A. P.: Roentgenograms of the Sphenoid 
and Ethmoid Sinuses: The Oblique Method: 
Arch. Otolaryngol., 1928, viii, 663. 


Although roentgenograms of the paranasal sinuses 
taken in the frontal position, Water’s position, and 
the lateral position yield a certain amount of infor- 
mation relative to the sphenoid and ethmoid sinuses, 
they are unsatisfactory because of the inevitable 
superposition. Films made in the oblique position, 
as described by Rhese in 1910, project these sinuses 
into the orbital cavity and permit separate visualiza- 
tion of each of them. A modification of this method 
used by the author is described in detail. The article 
contains roentgenograms of dry skulls with the 
sinuses filled with opaque material to show the 
location of the various sinuses. The value of stereo- 
scopic exposures is emphasized. 

Apo.pu Hartunc, M.D. 
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RADIUM 


Regaud, C.: Radium Therapy of Cancer at the 
Radium Institute of Paris. Am. J. Roentgenol., 
1929, Xxi, I. 

The author recognizes that radium and X-ray 
therapy cannot be divorced from surgery in the 
treatment of cancer. However, he discusses only 
radium therapy, chiefly because of the rapid prog- 
ress that has been made in this type of treatment as 
the result of a better understanding of cancer and the 
action of irradiation upon it, increased experience 
in irradiation, improvement in the technique, and 
the greater quantity of radium available. 

By ‘‘cure” the author means freedom from all 
evidence of disease for a reasonable length of time 
depending upon the location of the lesion; for ex- 
ample, three years in cancer of the skin and mouth, 
five years in cancer of the cervix, and ten years in 
cancer of the breast. 

The statistics of the Radium Institute of Paris 
are based upon the total number of cases treated 
without reference to the technique employed, but 
the cases are carefully classified from the anatomical 
standpoint. Complete statistics are available for 
only cancer of the cervix, cancer of the skin, and 
cancer of the mouth. 

The technique of radium therapy is of four types: 

1. Intracavity irradiation, the introduction of 
radium into the natural cavities or channels of the 
body. 

2. Interstitial irradiation, in which various 
radium preparations are introduced directly into 
the neoplasm. 

3. Contact or surface irradiation, in which the 
radium is placed in contact with, or a very short 
distance from the neoplasm. 

4. Irradiation at a distance from the neoplasm 
and through the skin. 

Intracavity irradiation has been practically aban- 

‘doned except in cancer of the uterus. Its use in the 
treatment of cancer of the prostate, rectum, ceso- 
phagus, larynx, upper air passages, and alimentary 
tract has given poor results. 

Of 678 cases of cancer of the cervix treated in the 
period from 1919 to 1926, 610 were used for sta- 
tistical purposes. In this group a cure was obtained 
in 30 per cent. All were treated with radium or 
with radium and the X-ray. The incidence of five- 
year cure steadily increased from 8 per cent in 1919 
to 26 per cent in 1922. Of the 171 patients in whom 
the lesion was in the early stages, 61 were free from 
disease for from one to nine years. A five-year cure 
was obtained in 33.3 per cent. Of 192 borderline 
cases, 176 were used for statistics. In this group, the 
treatment resulted in freedom from the disease for 
from one to nine years in 37.5 per cent and a five- 
year cure in 25.8 per cent. Of the 407 advanced 
cases, 373 were used for statistics. In this group, 
freedom from disease for from one to nine years was 
obtained in 21.7 per cent and the incidence of five- 
year cure was 17.7 per cent. 


By “‘interstitial radium therapy combined with 
radium surgery” is meant: (1) the permanent intro- 
duction into the tissues of minute radon-containing 
capillary tubes made of glass, gold, or platinum, 
and (2) the temporary introduction of metallic 
needles, a procedure called ‘‘radium puncture.” The 
author believes that in the future radium needles 
will be used in preference to radon seeds whenever 
surgery is necessary to gain access to the neoplasm. 
Radium needles are small platinum tubes 10 mm. 
in length with a wall thickness of from 0.5 to 2.0 mm. 
They are introduced by means of a trocar and stylet 
as practiced by Mallet. Those used at the Radium 
Institute of Paris have a wall thickness of o.5 mm. 
and hold, end-to-end, 1 or more cells 15 mm. in 
length. They have a double eye accommodating 2 
silk threads, one of which is used for suturing the 
needle to the skin or mucous membrane and the 
other of which is used for its removal. The dosage 
given by these needles varies between 0.5 and 0.7 
mc. destroyed per linear centimeter. These needles 
are easily manipulated, inserted directly into the 
tissues without the aid of a trocar, and readily 
spaced. All betra rays are filtered out by the 
platinum. 

Cancers of the tongue and floor of the mouth are 
treated by radium puncture. Those of the anterior 
half of the dorsum and the border of the tongue 
yield more readily than those of the posterior half of 
the tongue and the floor of the mouth. In cases of 
the former type a complete cure has been obtained 
in 26.4 per cent and a cure of the primary lesion in 
24 per cent. The primary lesion was therefore cured 
in 51 percent. In cases of the latter type, a complete 
cure has been obtained in 22 per cent and a cure of 
the primary lesion in 33.7 per cent. Accordingly, a 
complete cure has been obtained in 24 per cent of 
the total number of cases of cancer of the tongue and 
the floor of the mouth and a cure of the primary 
lesion in 44 per cent. Only 20 per cent of the cases 
were operable when treated. In the treatment of 
malignant glands, radical block resection of the area 
is followed by radium therapy at a distance from the 
skin. Radium puncture is not employed. 

Radium surgery to obtain easier access for the 
insertion of radium is practiced in the treatment of 
cancer of the nasal fosse and maxillary sinuses. A 
cure was obtained in 6 of 18 cases of these condi- 
tions. 

Surface radium therapy has been supplanted by 
the placing of numerous radium-bearing tubes of 
equal strength at a short distance from the lesion. 
By means of moulded applicators made of Colum- 
bia paste (beeswax, paraffin, and powdered wood) 
which are especially prepared in each instance, it is 
possible to maintain the proper distance between 
the radium and uneven surfaces of the body. In 
this type of treatment, platinum tubes with a wall 
thickness of from 0.5 to 1.0 mm. and containing 
from 1o to 20. mgm. of radium element in tubes 
15 mm. in length are used. In 62 cases of operable 
cancer of the skin without cancerous adenopathy a 








a 




















PHYSICOCHEMICAL METHODS IN SURGERY 


cure was obtained in 98 per cent, and in the total 
number of cases of operable cancer of the skin a cure 
was obtained in 92 per cent. In 22 cases of doubtful 
operability without cancerous adenopathy a cure 
of the primary lesion was obtained in g1 per cent, 
and in the total number of cases of doubtful opera- 
bility a cure was obtained in 72 per cent. In inoper- 
able cases a cure was obtained in 14 per cent. 

Cancers of medium depth, such as those of the 
pharynx, larynx, cervical glands, and inguinal 
glands, are best treated by means of moulds holding 
the radium from 2 to 6 cm. from the skin, depending 
upon the depth of the area to be treated. In the 
Radium Institute of Paris radium tubes having a 
filtration of 1 mm. of platinum are fixed to the upper 
surface of the wax moulds which hold them in place. 
Not infrequently, special moulds containing several 
decigrams of radium protected laterally by 5 or 6 
mm. of lead and covering an area of from 100 to 200 
sq. cm. are kept in place for from eight to ten days 
without causing much discomfort. When heavy 
moulds are used the applications are intermittent. 

In radium therapy at a distance, special applica- 
tors are used to hold from several hundred milli- 
grams to 4 gm. of radium from ro to 15 cm. from the 
skin. The applicator used at the Radium Institute 
of Paris carries 4 gm. of radium filtered by 1 mm. of 
platinum at a focal skin distance of 10 cm. and 
irradiates a surface of approximately 150 sq. cm. 
This apparatus is employed in the treatment of 
carcinoma of the cervix with extensive pelvic inva- 
sion. From 6 to 8 portals of entry are used and 100 
per cent of the epidermicidal dose is delivered. The 
epidermicidal dose is defined as that amount of 
irradiation which is necessary and sufficient to 
destroy only the epidermis. The 4 gm. of radium in 
the applicator are distributed in 80 tubes each con- 
taining 50 mgm. ‘The tubes are arranged in 4 
groups of 20 each at the 4 angles of a flat rectangular 
box made of brass which measures 135 by 110 mm. 
In advanced cancer of the cervix, from 50 to 60 hrs. 
of irradiation with this applicator through from 6 to 
8 portals of entry are delivered over a period of from 
two to three weeks. 

Careful comparisons of the biological effects of 
radium as compared with the X-ray have been 
made. The author believes that from the biological 
standpoint, radium is superior to the X-ray. From 
the point of view of biology, he draws the following 
conclusions: 

1. Equal irradiation of the diseased area and 
filtration play an important part when homogeneous 
radiation is attempted. 

2. It is preferable to use selected cytolethal ra- 
dium therapy, that is, penetrating irradiation purified 
by filtration. Such irradiation is able to destroy 
radiosensitive cells without causing serious damage 
to normal structures. 

3. The time of treatment should be prolonged to 
a definite limit. 

4. If sublethal doses are applied at sufficient 
intervals over a long period of time, normal tissues 
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are sensitized and cancer cells are immunized to 
irradiation. 

5. The radiosensitivity of the basal cell layer of 
cancer cells should be utilized when the dose is 
planned since this layer is more sensitive than the 
generations which will follow. 

The author states that much of the progress in 
the radiotherapy of cancer is attributable to recogni- 
tion of the unequal radiosensitivity of different 
cancers, the direct and indirect action of the rays, 
and the superiority of the biological action of 
gamma rays over the X-ray. 

The majority of epitheliomata arising from strati- 
fied epithelium are cured by irradiation therapy 
provided: (1) the cancer has not been immunized by 
previous irradiation treatments, (2) deep infection 
is absent, (3) the lesion is not so deep and extensive 
as to necessitate the irradiation of too great an 
amount of diseased tissue, which favors general 
radio-intoxication, and (4) the anatomical location 
of the tumor does not necessitate a severe irradiation 
reaction or permit visceral perforation. 

Sterilization of laryngeal cancers is easy provided 
necrosis of the cartilaginous portion does not present 
a serious complication. Cancer of the cesophagus is 
so deep that its treatment is difficult. Epidermoid 
cancer, easy of access, is readily cured in the absence 
of local complications, even when it is very extensive 
and frequently when it is inoperable. Epidermoid 
carcinoma of the cervix yields well, while adeno- 
carcinoma of the rectum is resistant to selective 
radiotherapy. 

Biologically, the problem of the direct and indirect 
effect of irradiation on cancer cells is complicated. 
The author favors the theory of the direct action of 
the rays upon the cells. While he admits that there 
may be additional indirect action from changes aris- 
ing in the stroma, he believes that the principal ac- 
tion is direct. He calls attention to the fact that in 
the irradiation of normal tissue, histological changes 
cannot be noted in vessels, connective tissues, and 
leucocytes preceding an effect upon the cells. Epi- 
dermicidal dosage is a better criterion than erythema 
dosage as the former destroys the epidermal cells 
whereas the latter causes a functional phenomenon. 
It is believed that normal and neoplastic tissue’ 
undergo fundamentally the same processes under 
irradiation. The varying responses of different 
cancers are inherent in the different radiophysi- 
ological properties of the neoplastic tissue. 

In the summary of his article the author draws 
the following conclusions: 

1. Progress can be judged only from statistics. 

2. Cavity radium therapy cures with regularity 
only epidermoid cancer of the cervix which has not 
extended beyond the uterus. 

3. Homogeneous irradiation by interstitial meth- 
ods is best obtained by radium puncture with the 
use of removable platinum needles. 

4. Surface radium therapy with the use of wax 
moulds gives excellent results in epithelioma of the 
skin. 
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5. The radiosensitivity of cancers varies from the 
susceptible epidermoid structures of the cervix to 
the resistant adenocarcinoma of the rectum. 

6. The essential phenomenon in treatment with 
irradiation is a direct action on the cancer cell. 

7. Gamma rays from radium are undoubtedly 
superior to the X-rays from the biological stand- 
point. 

The article contains numerous tables and illustra- 
tions and a fairly extensive bibliography. 

A. James Larkin, M.D. 


MISCELLANEOUS 


Rollier, A.: Sun Treatment of Peritonitis (Die Son- 
nenbehandlung der Peritonitis). /xltrapulmonale 
Tuberk., 1928, ii, 129. 

Tuberculous peritonitis is a secondary tuberculous 
manifestation. Hence its development indicates 
that the patient’s immunity has been broken down 
and all possible means must be used to aid the body 
in its fight against the infection. Both local and 
general treatment are necessary. Heliotherapy at 


high altitudes is of more benefit than any other form 
of treatment. The exposure to the sunlight must be 
managed very carefully. 


Rollier proceeds very 
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slowly and cautiously, and varies the treatment in 
the different forms of the condition. Most of his 
cases are of the chronic type. Some of them are of 
the exudative, and some of the dry variety. Occa- 
sionally, especially after operation, there are sup- 
purative or fecal fistula which are extremely un- 
pleasant and deleterious to the patient. 

In addition to the sun treatment, attention must 
be paid to the patient’s nutrition. The diet should 
consist mainly of milk, farinaceous foods, easily 
digested, vegetables, and well-cooked fruits. The 
digestion must be watched with great care. 

In the period from 1922 to 1925, Rollier treated 
ninety-five cases of tuberculous peritonitis. A cure 
was obtained in 64.5 per cent and improvement in 
27 per cent. In 5.2 per cent, the condition remained 
unchanged, and in 3.1 per cent death resulted from 
such conditions as cardiac insufficiency, phlebitis, 
and cachexia. Fifteen of the patients had, in addi- 
tion to peritonitis, pulmonary tuberculosis; four, 
intestinal tuberculosis; six, visceral or bone tubercu- 
losis; and six, fecal fistule. The average duration of 
treatment was from ten to twelve months. The 
longest time was three years. Rollier considers sun 
treatment the ideal therapy for tuberculous peri- 
tonitis. Kappis (Z). 























MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Waters, C. A., Colston, J. A. C., and Gay, L. N.: 
Colloidal Lead with Roentgen Therapy in 
Malignant Disease. J. Am. M. Ass., 1929, xcii, 14. 

Ullmann, H. J.: Colloidal Lead and Irradiation in 
Cancer. J. Am. M. Ass., 1929, xcii, 18. 


ULLMANN uses the colloidal lead phosphate in 
intravenous cancer therapy, while Waters, CoL- 
ston, and Gay employ colloidal lead prepared after 
the method of Bell of England, and Wood of New 
York City. The advantage of the lead phosphate 
solution is that it is more stable, easier to administer, 
and less toxic. 

Waters, Coston, and Gay report the results of 
lead and roentgen therapy in seven cases of malig- 
nancy. Four of the patients are dead and three are 
dying. However, although in all of the cases the 
condition was very advanced, improvement was 
noted following the treatment. In one case a lung 
metastasis disappeared. In the majority of the cases 
there was stippling of the red blood cells following 
the irradiation and, in a few, lead lines were seen 
on the gums. In two cases, peripheral neuritis de- 
veloped. 

ULLMANN gives no statistics but reports his general 
impressions from the treatment of fifty cases with 
colloidal lead and irradiation. All of the cases were 
so advanced that he regards it as unfair to attempt to 
evaluate the method by his results. He noted, how- 
ever, that patients receiving this treatment required 
less morphine than untreated patients in the same 
condition. In many cases shrinkage, liquefaction, or 
disappearance of the tumors was seen either during 
life or at autopsy. Cuarces H. Heacock, M.D. 


Soiland, A., Costolow, W. E., and Meland, O. N.: 
Colloidal Lead Combined with X-Rays and 


Radium in Treatment of Cancer. J. Am. M 
Ass., 1929, XCii, 104 

Knox, L. C.: Lead Therapy. J. Am. M. Ass., 1929, 
xcii, 106. 


SoILAND, CostoLow, and MELAND report a series 
of thirty-one cases of inoperable carcinoma which 
were treated by the intravenous administration of 
colloidal lead phosphate at weekly intervals in doses 
of from 100 to 120 mgm. combined with rdentgen or 
radium irradiation. The treatment had a temporary 
beneficial effect, but the end-results were not encour- 
aging. The authors state that when the expense of 
the treatment is weighed against the possible good 
effects to be obtained ultimately, it appears that lead 
therapy is not the solution of the cancer problem. 

KNox reports that of forty patients with various 
types of malignant tumors who were treated with 


colloidal lead with or without X-ray irradiation, four 
are at present wholly free from physical signs of 
their disease, but the time which has elapsed since 
the disappearance of the tumors is too short to per- 
mit the assumption that a cure has been obtained. 
Several other patients were benefited temporarily. 
Thirty-four patients died as the result of the progress 
of the neoplasm or from an extraneous lesion. In a 
series of sixty other cases neither death nor serious 
complications resulted from the use of lead. In 
twenty cases the patient was so cachectic or the neo- 
plasm so large that it was necessary to stop the use 
of lead before giving the amount which might have 
been expected to cause improvement. No selection 
of patients was made except that those who were 
moribund and those with advanced renal lesions 
were excluded. The combination of lead with the 
X-ray was often found more effective than lead or 
the X-ray alone. 

The results in the cases reviewed confirm in a 
general way Bell’s finding that in a few instances of 
inoperable and advanced lesions arrest of the disease 
may be obtained by the combined administration of 
lead and the X-rays. Joun H. Garvock, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Howes, E. L., Sooy, J. W., and Harvey, S. C.: The 
Healing of Wounds. J/. Am. M. Ass., 1929, xcii, 
42. 

The fundamental process of the healing of wounds, 
called cicatrization or fibrosis, is only qualitatively 
familiar as methods of measurement and accurate 
data applicable to this problem are either not 
available or have not been employed. The empiric 
knowledge, while perhaps sufficient for most pur- 
poses, might well be rendered more precise and 
scientific if data could be obtained which could be 
subjected to mathematical analysis. 

Attempts in a limited way have been made to 
obtain such data. Carrel, in 1910, found that there 
is a quiescent period of from one to five days between 
the infliction of a surface wound and the beginning 
of the diminution in its area; that the diminution is 
caused by contraction of the granular bed and is 
soon overlapped by the decrease in size as a result 
of the ingrowth of epithelium from the edges of the 
wound; and that the larger the area the more rapid 
the repair. A reverse relationship exists as regards the 
epidermization; that is, the smaller the wound, the 
more rapid the ingrowth of epithelium. 

Spain and Loeb, in 1916, arrived at the same 
conclusion without knowledge of Carrel’s work. 
Carrel and Hartmann then constructed graphs of the 
rate of the reparative process with the same general 
conclusion. Du Noiiy, working with Carrel, devel- 
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oped a mathematical equation establishing a normal 
curve for the healing of a surface wound. Having 
established a curve representing the normal ex- 
pectancy of healing, they studied the latent or 
quiescent period which, in the dog, lasts from five to 
seven days, and then ends abruptly. The contraction 
period starts with a maximum velocity. As long as 
the wound has complete protection the latent 
period is prolonged, whereas the introduction of 
irritants serves to increase it even below the normal 
time. Carrel came to the conclusion that the con- 
traction phase is initiated by an external factor. 
Clark, using the curves and methods of Carrel and 
Du Noiiy, found that a protein diet shortens the 
latent period and a fat diet lengthens it; and that 
the rates of contraction and epidermization are 
unaffected by diet. Ebeling, using the same equa- 
tion, found that, in the alligator, a rise of 10 degrees 
C. increases the rate of healing of wounds twofold. 

The authors simplified the problem by eliminating 
the factor of epidermization. They produced incised 
wounds in the skin, fascia, stomach, and intestine 
of dogs and sutured them immediately. At certain 
time intervals the tissue containing the wound was 
removed, the strength of the wound was determined, 
and its tensile strength was tested on a Scott 
thread-testing machine. 

The experiment on skin, the sutures being removed 
before the test, showed that the tensile strength, 
expressed in grams per centimeter width of the 
wound, remained near zero for four days, then 
rapidly increased to 800 gm. and then gradually 
rose to the maximum strength of the wound in the 
skin, 2,600 gm., on about the fourteenth day. 

In the experiment on fascia, which was sutured 
with No. oo twenty-day chromic catgut and No. 3 
twenty-day chromic catgut, the composite graph 
showed a quiescent period up to the fifth day, 
during which the strength was that of the holding 
power of the sutures. The point at which the 
sutures tore out at the points of insertion was less 
than 700 gm. per centimeter of incision. The normal 
strength of the fascia wound, 2,400 gm., was reached 
at about the fourteenth day. 

For the wound in the muscle, the sartorius of the 
dog was used because of its minimal and constant 
thickness. The wound edges were approximated 
with interrupted No. ooo plain catgut sutures. The 
quiescent period was about six days and the tearing 
strength of the suture very low. The normal 


strength of the muscle wound, 1,800 gm. per centi- 
meter of incision, was reached on about the twelfth 
day. 

_In one group of experiments on the stomach, a 
simple incision through the anterior stomach wall 
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was Closed with three layers of No. ooo plain catgut. 
It is known that catgut of this size disappears in 
forty-eight hours. Consequently the strength during 
the quiescent period of three days was found to be 
zero. The normal strength of the stomach wall 
wound, 1,800 gm. per centimeter of incision, was 
reached on the twelfth day. In another group of 
experiments the incision was closed with No. o 
twenty-day chromic catgut. During the quiescent 
period of from four to six days the strength was 
represented by the holding power of the sutures, 
700 gm. per centimeter of incision, at which point 
they tore out of the tissues. The return to normal 
was neither so complete nor so rapid as in the pre- 
ceding experiment as the average normal strength 
of the stomach wall wound was only 1,200 gm. per 
centimeter of incision on the twelfth day, suggesting 
that the presence of large amounts of suture material 
interferes with healing of the wound. 

The authors state that the ‘‘lag period” has a 
practical significance as it is during this period of 
from four to six days that the strength of the wound 
must be artificially re-inforced by the use of sutures. 
The period of fibroplasia is equally important for it 
is during this period that the strength of the wound 
is developed up to a maximum point, at which it 
remains for some time. The rapid ascent of the 
curve from the sixth to the tenth day as expressed 
in tensile strength has great practical significance as 
regards the type of suture used and the stress 
placed on the wound. 

The authors summarize the results of their experi- 
ments as follows: 

1. It has been found possible to determine the 
rate of healing of the simple incised wound in the 
skin, fascia, muscles, and stomach. 

2. The tensile strength of a healing wound is a 
function of the fibroplastic process. 

3. A curve expressing this shows a lag period of 
from four to six days and then a phase of fibroplasia, 
rising rapidly at first and then more slowly as it 
approaches the maximal strength of the wound. 

4. The latter point is attained in from ten to 
fourteen days. 

In the discussion of this report, BARTLETT cited 
the work of Klumpski on the intestine after end-to- 
end anastomosis, which showed that the normal 
pressure the intestine will stand drops about half 
for about two days after the anastomosis and con- 
tinues to drop until the seventh day, when it 
gradually rises to normal on about the fifteenth 
day. Klumpski attributed the lack of holding power 
of the sutures to weakness of the granulation tissue 
that was deposited about the suture material. 

J. Epwin Kirkpatrick, M.D. 
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